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Bentyl proves more effective than 
atropine in “Nervous Indigestion” 


New technic of measuring 
human motility shows a de- 
crease or complete sup- 
pression of intestinal pres- 
sure waves, depending on 
dosage of Bentyl.2 Bentyl 
acts by blocking acetyl- 
choline and directly affects 
the muscle fibers like 
papaverine. 


COMPOSITION: Each 
Bentyl Capsule or tea- 
spoonful Bentyl Syrup con- 
tains 10 mg. Bentyl (dicy- 
clomine) Hydrochloride. 
Also Bentyl (10 mg.) with 
Phenobarbital (15 mg.) Cap- 
FROM BETTMANN ARCHIVE = wer F sules and Syrup, and Bentyl 
Injection, 10 mg. per cc. 


DOSAGE: Prescribe 


. . Bentyl, 2 capsules or 2 tea- 
McHardy! reports that Bentyl is “superior to Bentyl Syrup 


three times daily and at 
atropine” for relief of pain due to pylorospasm. He 
confirms the work of others that Bentyl is free from dren, % to 1 teaspoonful 
significant side effects which permits more Syrup 10 to 15 minutes be- 


fore feeding, three times 
general use in nervous indigestion. daily. 


When you prescribe Bentyl, you prescribe patient Sou MJ. 461139, 1982," 


comfort. You will rarely hear patients complain about 2. Lorber and Shay: Fred. 
‘belladonna backfire” or dry mouth and blurred vision. Proc. 12:90, 1953. 
Complete Bentyl _bibli- 
Use Bentyl for your next nervous indigestion patient. ography on request. 
Relief of G.I. spasm is quick, complete and comfortable. T.M. ‘Bentyl’ 
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PROFOUND RELIEF AND 
QUICK REHABILITATION 


Profound and rapid therapeutic 
success in bursitis, especially. in 
the acute stage, is obtained with 
HP*ACTHAR Gel. Cases refractory 
to other types of therapy have re- 
sponded to HP*ACTHAR Gel, re- 
gardless of the severity of the 
condition. Calcium deposits may 


disappear. 

HP*ACTHAR Gel, a new reposi- 
tory ACTHAR with rapid response 
and sustained action, is as easily 
administered as insulin with a mini- 


mum of discomfort, whether injected 


intramuscularly or subcutaneously. 
It is economical too, far less time 
and money being spent to restore 
the patient’s working ability. 


omy and virtual freedom from side actions. 
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more time for patients . . . 
81 when you sterilize this way 


Spend more time with patients, less time sterilizing 
instruments. 

Castle’s “777” Speed-Clave reaches spore-killing 
temperatures in less than 4 minutes, from a warm start! 
Quicker than boiling, and gives you infection-proof 
sterilization. 

This speedy autoclave is desk-top size, fits anywhere. 
Fully automatic, it costs just $210! 

Write, or phone your Castle dealer. 


WILMOT CASTLE COMPANY 
1152 University Avenue, Rochester 7, N. Y. 
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for complete B complex protection 
MEJALIN—and only MEJALIN— 
supplies all 11 identified 

B vitamins plus liver and iron 


B complex protection may be needed by that overworked 
executive with ‘‘no time to eat”... by that balky 
youngster that turns up his nose at mealtime . . . by your 
elderly patient who doesn’t like the right foods—in fact, 
by anyone who eats poorly or sporadically or who 
requires an extra measure of vitamin support. 

Since ‘‘vitamins, especially those of the B complex, 
are closely interrelated” and “‘lack of availability of any 
one may affect the metabolism of the others,’”’* the 
importance of a compiete B vitamin product is apparent. 

Mejalin provides all the identified B vitamins plus liver 
and iron as an extra safeguard for good nutrition. 

Two exceptionally pleasant dosage forms assure 
patient acceptance. 

1. Therapeutic Nutrition, Publication 234, 
National Research Council, 1952. 


One teaspoon of Mejalin Liquid or 
one Mejalin Capsule supplies: 
Thiamine 

Riboflavin 

Niacinamide 10 mg. 
Pyridoxine hydrochloride....... 0.2 mg. 
Pantothenic acid 


Viton (crystalline) 

Folic aci 

0.02 
Para-aminobenzoic acid......... 0.5 mg. 
Liver fraction 300 mg. 
Iron (from ferrous sulfate)...... 7.5 mg. 
Mejalin Liquid contains oy and sol- 
uble liver fraction N. F.; Mejalin Capsules 
contain. calcium pantothenate and desic- 
cated liver N. F. 

Mejalin Liquid: Bottles of 12 ounces. 
Mejalin Capsules: Bottles of 100 and 500. 


The complete vitamin B complex supplement 


MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 
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MEMO FROM 


THE PUBLISHER 


Over the past twenty years there has been growing awareness 
by the average physician that the success of his practice 


‘depends upon satisfied patients. While the patient is not 


always right, he stands, in the personal doctor-patient re- 
lationship, as the customer. And successful business has 
discovered that the customer is always right. 

As a result, doctors have gradually become aware of a 
vague commodity called “public opinion.” And they are con- 
vinced that our present system of medicine depends for 
survival on favorable public opinion. 

At the same time, a lot of physicians have developed a 
childlike faith in something called “public relations.” But 
they have acquired an enormous amount of misinformation 
about what public relations really is. In its name, they have 
been victims of an appalling amount of charlatanism and 
fraud. 

The entire educational background and mental process of 
the average physician makes it difficult for him to grasp the 
concept with which a professional public relations counsel 
approaches a problem. More often than not, he confuses pub- 
lic relations with simply “putting a story in the paper.” 

To risk an oversimplification, we should define public re- 
lations as the relationship that any individual or group has 
with the rest of the public. To have good public relations, 
you conduct yourself in a manner pleasing to the public. 
In telling the public about what you do, you practice the 
technique of propaganda—a skill that calls for special train- 
ing and experience, just as medicine does. 

This is the sort of public relations program the Academy 
sustains for general practice, and, indeed, for all medicine. 

First, we try to improve the service member doctors 
render their patients (the public) through postgraduate 
courses and through dissemination of scientific information 
in GP. Second, the Academy employs every proper and 
reasonable means to inform the public of the honest, ethical, 
and valuable services furnished by family doctors. 

For example, every month a news release is sent to the 
national wire services, to metropolitan dailies, and to leading 
free-lance science writers. It is based on some article ap- 
pearing in the current issue of GP, or upon some recent 
Academy project. These releases form the basis of stories in 
newspapers and magazines from coast to coast. Last year, 
such items became feature articles in three different issues 
of Parade, a Sunday supplement appearing in forty-two 
large cities, and reaching six million readers. 

Our point is that both GP and the Academy are practicing 
good public relations in a manner not, perhaps, generally 
realized. Probably this is understandable, though, for the 
most effective publicity is the subtlest. 

—M.F.C. 
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For a good appetite... 
to speed recovery 


Only one teaspoonful or one tablet 
daily of “Trophite’—a high-potency 
combination of By, and B,—is rec- 
ommended to accelerate recovery 
through an increased appetite. 


Bis pusB, ff 


Now available in 2 dosage forms: 


‘TROPHITE’ TABLETS 


for older children and adults. Sup- 
plied in bottles of 50 tablets. 


‘TRO PH ITE’ in delicious liquid 
form for young children. Supplied 
in 4 fl. oz. (118 cc.) bottles. 


Each tablet or teaspoonful (5 cc.) contains: 
Vitamin B,.-—25 mcg. 
Vitamin B, —10 mg. 


Smith, Kline & French Laboratories, Philadelphia 


* TM. Reg. U.S. Pat. Off. 
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Yours Cruly.. . 


Opposing Action 


Dear Sir: 

If the misinformation on page 91 of the October, 1953 issue 
of GP was intentional and written to test reader interest, it 
probably has served its purpose. However, this method of 
obtaining reader reaction is dangerous when applied to the 
treatment of humans. 

Possibly it is considered old-fashioned to treat a symptom 
with a drug which produces an opposing action. I have been 
using Butisol for sedation in hyperactive children and have 
considered the use of a sedative as rational, and the results 
have been good. 

When we read that Benadryl and Benzedrine are the drugs 
of choice in this condition, we wonder whether your pedi- 
atric consultant is really serious. If he is, then we will have to 
disregard New and Nonofficial Remedies entirely, inasmuch as 
its description of the actions and uses of both drugs must be 
false. 

Of the side reactions of Benadryl and related compounds, 
the second in order as given in WNR is the following: 

‘In some persons these drugs may produce such symp- 
toms of excitation as insomnia, tremors, nervousness, palpi- 
tation and even convulsions.” 

How a drug possessing such side reactions could be rec- 
ommended as the drug of choice for sedation in hyperactive 
children is difficult to comprehend. Benadry] is a useful drug, 
but its usefulness is in another and entirely distinct field. 

In the case of Benzedrine, the primary side reactions given 
in WNR are: overstimulation, restlessness, sleeplessness, and 
gastrointestinal disturbance. 

The one definite contraindication to the drug as given in 
NNR is its use in “patients manifesting anxiety, hyperexcita- 
bility, or undue restlessness.” To the reader this would seem 
to be the very condition we are attempting to treat. 

Your third selection of a drug—namely, Dilantin—is a 
little more along the right lines, although the drug is an anti- 
convulsant rather than a sedative. Because of its high inci- 
dence of side reactions it is employed only in epilepsy. 

It is hoped that you will correct this very obvious error in 
an early issue of GP. 

James F. Freminc, M.D. 
Chicago, Illinois 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


A reply to Dr. Fleming’s point of view has been received from 
Dr. Harry Bakwin of New York City, who answered the original 
inquiry on Sedation for Hyperactive Children.” —Eprror 


Dear Sir: 

Dr. Fleming would profit by reading the following articles : 

Benzedrine in Children. 

Bender and Cottington: Am. J. Psychiat., 99:116, 1942. 
Bradley, C.: Pediatrics, 5:24, 1950. 

Bradley, C., and Bowen, M.: Quoted by Bender and 
Cottington. 

Bradley, C., and Green, E.: Am. J. Psychiat., 97:388, 
1940. 

Benadryl. 

Effron, A. S., and Freedman, A. M.: J. Pediat., 42:261, 
1953. 

Dr. Fleming makes no “argument.” He simply read VNR 
and only that. I hardly think that the editors of WR are of 
the opinion that knowledge about drugs was completed with 
the writing of the last edition. 


Harry Baxwin, M.D. 
New York, N. Y. 


A General Practice Stronghold 
Dear Sir: 

Approxtmately 65 per cent of the medical students of 
the University of Tennessee College of Medicine express 
an interest in making general practice their future field 
of work. These students frequently request and are in need 
of guidance in selecting general practice internships and 
residencies in qualified hospitals. 

The Department of General Practice of the University 
of Tennessee would greatly appreciate receiving the latest 
list of general hospitals reporting and operating depart- 
ments of general practice, and also an up-to-date report on 
internships and residency training programs for general 
practice if they are available. 

The Department of General Practice at the University 
of Tennessee is the only fully established department of 
its kind in the United States entirely staffed by full-time 
and part-time general practitioners appointed to faculty 
(Continued on page 23) 
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(Continued from page 21) 
status by the university. The majority of our stall are mem- 
bers of the Memphis chapter of the A.A.G.P. We feel that 
the general practitioner has a proper and valuable teaching 
place on the medical school faculty. 

We have, because of the common interest in developing 
more and better general practitioners, a true interest in 
the functions of the American Academy of General Practice. 
Any other information pertaining to the recent national 
transactions of the Academy, resolutions and reports, regu- 
lations and by-laws which might help the Department in 
evaluating its own activities and student training curriculum 
with the policies and aims of the Academy will be greatly 
appreciated. 


Rosert A. Davison 
Director 


Department of General Practice 
University of Tennessee 
Memphis, Tenn. 


Directory Wins Friend 


Dear Sir: 

I wish to convey my heartfelt thanks for the “Membership 
Directory” of the A.A.G.P. It puts at my fingertips the 
answers to innumerable questions which no Boston library 
seemed able to answer for me. 


Wua E. Winters 
Assistant Librarian 


Boston University School of Medicine 
Boston, Massachusetts 


The Alarm Clock’s Role 


Dear Sir: 

I want to congratulate you on the wonderful job you are 
doing in publishing GP. I find it most helpful and hear 
nothing but praise for this publication. I certainly agree 
with Dr. Edwin Matlin’s helpful hints on treating peptic 
ulcer at night. For years, I have insisted that patients set 
the alarm clock at 2 a.m. and at 5 a.m. for their antacid and 
antispasmodic medication. 

Won. T. Henprix, M.D. 
Spartanburg, South Carolina 


Fractured French 
Dear Sir: 

It gave me great pleasure to read your editorial about pro- 
fessional service representatives in GP. You presented them 
in a flattering light, and our representatives were naturally 
pleased with your tribute. 

We would not want our men to get the idea, though, that 
they were not supposed to sell in the doctor’s office. They 
are, and the income of our representatives depends largely 
on the volume of sales traceable to their efforts. 

Of course, as you say, it takes a lot of specialized ability 
and knowledge to explain effectively the advantages of new 
drugs, and this puts the selling done by these men in a class 
by itself . . . we call it “mediselling.” 

We like the term “medisalesman” for the “professional 
service representative” or “detail man.” The latter terms, 


(Continued on page 25) 
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@TRADEMARK FOR UPJOHN’S BRAND OF HYDROCORTISONE 
with SULFATE 


ACETATE OINTMENT 


Available in 5 Gm. and 20 Gm. tubes 


Each gram contains: 
Hydrocortisone acetate .. . . 
Neomycin sulfate 


10 mg. (1%) or 25 mg. (2%%) 


(equivalent to 3.5 mg. neomycin base) 


Butyl-p-hydroxybenzoate 1.8 mg. 


‘Upichn The Upjohn Company, Kalamazoo, Michigan 
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“Thiosulfil” is appreciably more soluble than the three other leading sul- 
fonamides prescribed in infections of the urinary tract. Its greater solubility, 
combined with high bacteriostatic activity and low acetylation, makes 


“THIOSULFIL. 


the safest and most effective sulfonamide yet presented for 
URINARY TRACT INFECTIONS 


SULFISOXAZOLE 


SULFADIMETINE 


SULFADIAZINE 
Solubility comparison at pH 6 in human urine at 37° C. 


* Rapid transport to site of * Minimum toxicity 
infection for early and * Minimum risk of sensitization 
effective urinary concentration * No alkalinization required 
* Rapid renal clearance * No forcing of fluids needed 


“THIOSULFIL. 


Brand of sulfamethylthiadiazole 


SUSPENSION TABLETS 


No. 914 — 0.25 Gm. per 5 ce. No. 785 — 0.25 Gm. per tablet 
Bottles of 4 and 16 fluid ounces Bottles of 100 and 1,000 


NEW YORK, N. Y. MONTREAL, CANADA 
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(Continued from page 23) 
though well entrenched, are not very meaningful or descrip- 
tive. 

If there ever was a “bastard” term, it is “detail man.” It is 
fractured French. In the original French, detail means retail, 
and detailleur means retailer. Somewhere on the way over, 
a detail or two was garbled. 

So, even if our representatives may, and often do, serve to 
enlarge the doctor’s medical horizons, their principal task is 
to make “medisales”. . . and they are successful in direct 
relation to the knowledge of product and their willingness to 
be of real service. 

D. J. Wrrnincton 


Director of Promotion 
Wyeth, Inc. 


Philadelphia, Pennsylvania 


Index Is Biannual 
Dear Sir: 

I think GP should have some sort of an index to all the 
past volumes of the journal. 

I know that I find my journal extremely valuable, but I 
aiso find that it is most difficult to retain the volumes for 
reference since there is no index volume and one has not 
been published in the past. 

Don’t you think that this should be done at once? For 
instance, just now I would very much like to have the 
article on Staphylococcus septicemia which I remember 
reading many months back. I have hunted and spent over 
thirty minutes trying to find it, and I finally decided to 


write to you. I have wanted to write to someone about it 
for some time. I would appreciate hearing from you regard- 
ing your views on this matter. I am sure that it would meet 
with unanimous approval with every member of our organi- 
zation. 

A, J. Feper, M.D. 
Hammond, Louisiana 


P.S. You may use this letter in your “Yours Truly” section 
to get other views. 


GP does publish an index biannually, which is to say haly 
yearly or twice annually (as distinguished from biennially, 
which means every two years) or, to be plain, for each six- 
issue volume. It is available on request.—PUBLISHER 


Co-operation Works Both Ways 
Dear Sir: 

Many thanks for your editorial on our Blood Pressure 
Research which appeared in the November, 1953, issue of 
GP. It is this kind of co-operation that will make the success 
of our project, and without it we will never receive the 
co-operation of the general practitioners. 


Artuur M. Master, M.D. 
Blood Pressure Study 


New York Heart Association, Inc. 
New York, N. Y. 
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the hest in thyroid for its expanding indications 


In geriatrics, chronic fatigue, generalized muscle aches, poor memory, 
palpitations and constipation may well be manifestations of thyroid 


hypofunction and respond effec- 
tively to thyroid medication.+ 
thyrar) 


Supplied: Tablets of %, 1 and 2 grains in bottles of 100 and 1000. 
Standardized equivalent to thyroid U.S.P. 


tKimble, S.T., and Stieglitz, E.J.: Geriatrics 7: 20, 1952. 
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provides whole-gland medication at its best. Prepared exclusively 
from beef sources. Chemically assayed and biologically tested to 
assure superior uniformity. 
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rely on the "ESKACILLINS’ 


Oral penicillin is less prone to cause anaphylactoid reactions than is 
injectible penicillin. 

—Welch et al. of the Food and Drug Administration: 

Antibiotics & Chemotherapy 3:891 (Sept.) 1953 


“With the increase in severity and frequency of allergic reaction to 
intramuscular injection of penicillin . . . it now appears wiser to ad- 
minister this drug in effective dosage by mouth.” 


—Barach, A. L.: Geriatrics 8:423 (Aug.) 1953 
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Editorials 


Hepatitis from Pooled Plasma 


One of the risks to which the hospitalized patient 
is exposed is hepatitis. This hazard is due mainly 
to the inadvertent introduction of the virus of hepa- 
titis through the use of nonsterile or poorly cleansed 
syringes, needles, or surgical instruments and to 
the injection of blood or blood products, such as 
plasma and thrombin, which may contain the virus 
of hepatitis. It is recognized that this type of hepa- 
titis is distinct from epidemic hepatitis, and al- 
though the hospitalized patient may be exposed to 
both forms, that which is transmitted by blood or its 
products is of greater importance and higher inci- 
dence. 

The incidence of serum hepatitis following the 
use of pooled plasma is high. The risk is greater 
whenever a large number of donors are used in a 
pool. On the other hand, the danger of hepatitis 
following the use of blood alone is rather low. Ac- 
ceptable figures indicate that serum hepatitis devel- 
oped in 2.5 to 7.3 per cent of the recipients of 
pooled plasma, while less than 1 per cent developed 
this disease following the use of blood transfusions 
alone. 

Beginning in 1948, plasma was irradiated with 
ultraviolet light in an attempt to inactivate the virus 
of hepatitis. Emphasis was placed on the low risk of 
hepatitis following the use of plasma treated in this 
fashion. 

In the Archives of Internal Medicine for November, 
1953, Sborov, Giges, and Mann reported on the in- 
cidence of hepatitis in a large number of recipients 
of pooled plasma in three Army hospitals. In a care- 
ful study of 587 wounded soldiers they found that 
21.9 per cent of those who received both blood and 
plasma developed hepatitis. Their study also indi- 
cated that, following the use of plasma irradiated 
with ultraviolet light, the incidence of hepatitis was 
no different from that which occurred following the 
use of nonirradiated plasma. The mean incubation 


GP « February, 1954 


period for the hepatitis was about ninety days, thus 
indicating that the hepatitis indeed represented the 
serum type. 

This study should serve as a warning that pooled 
human plasma that is stockpiled for use by civilian 
physicians and hospitals carries with it the risk of 
hepatitis. Furthermore, even those batches of pooled 
plasma which are irradiated with ultraviolet light 
are just as likely to cause hepatitis as the nonirradi- 
ated variety. 


Be My Guest 


Next month at Cleveland, in the 1954 Annual 
Scientific Assembly, the Academy offers a scientific 
program calculated to satisfy the most fastidious 
connoisseurs of good teaching. Unlike Topsy, this 
program didn’t just grow. It is the result of long 
hours of intensive study and planning by a program 
committee dedicated to its job. 

The value of any scientific program is in direct re- 
jation to the quality of its teachers. In this regard, 
Dr George E. Miller recently made some interest- 
ing observations. In Diseases of the Chest for October, 
1953, he wrote: 

**The rumor is abroad that good teachers are born 
not made. While the phenomenon of congenital 
tagging of a teacher may occasionally occur, an 
analysis of the evidence suggests strongly that the 
same factors which make a good banker, a good 
tailor, a good artist, a good bookmaker, operate in 
the world of pedagogy. These factors are interest 
and hard work.” 

Judging from the reactions of participants in next 
month’s Assembly, none of them has the delusion 
that he is a congenital pedagogue. Without excep- 
tion, they have entered enthusiastically into the 
preparations that will make this meeting the most 
effective ever. 

For those Academy members who have been put- 
ting it off, this is just about the last chance to give 


= 


fair warning: Make reservations now. Attending the 
Assembly is well worth the costs (deductible) of 
transportation and lodging. And the most important 
part of the Assembly—the scientific program—like 
all the best things in life, that’s free. Program Com- 
mittee Chairman John Mosher puts it nicely: “Be 


my guest.” 


Inequalities of Distribution of Interns 


NuMBER one worry to a good many hospitals con- 
tinues to be the disparity between the number of 
medical graduates and the number of internships 
available. The fact is that as long as there are about 
twice as many positions as there are graduates to 
fill them, some hospitals will have a shortage of 
interns. The hospitals hardest hit have been the 
smaller ones and those that do not have an affilia- 
tion with a medical school. At the A.M.A. meeting 
last December, their squirmings to extricate them- 
selves from this seemingly intolerable situation 
were reflected in several resolutions that died in 
reference committee hearings. 

It seems that some physicians had caught an 
idea that the “matching plan” for interns is some- 
how to blame for inequalities of distribution of in- 
terns among hospitals. Quite naturally, they sought 
to remedy the situation by introducing resolutions 
in the House of Delegates that would seek to abolish 
the “matching plan.” These resolutions failed be- 
cause, in fact, the “matching plan” is not respon- 
sible for the inequalities. 

Another approach was contained in a resolution 
for the creation of a special committee to seek means 
for a more equitable distribution of interns. This 
resolution was superfluous. The House of Dele- 
gates, at their meeting in New York last June, had 
already authorized appointment of such a commit- 
tee, and had specified that practicing physicians 
should be liberally represented. Nothing has been 
heard yet of the activities of that special committee. 

Meanwhile, another intern year is ending, and a 
general solution to the problem seems as remote as 
ever. In the revised ‘Essentials of an Approved In- 
ternship,” some advice is offered about methods for 
staffing hospitals that are unable to find interns. 
That advice seems to have been largely disregarded, 
perhaps because it is basically distasteful. More 
hopefully, some hospitals have found their own 
remedy for their plight. They have awakened to the 
fact that in this “buyer’s market,” they have to 
promise more than an opportunity for good exper- 
ience. After all, nearly every hospital has that to 


offer. So they have strengthened their educational 
programs in various ways. Some «.f them have em- 
ployed a trained physician-teacher to serve as a 
director of intern education and to insure that they 
have a program in fact as well as in promise. In 
New York State, two hospitals have also acquired a 
strong teaching affiliation with a medical school 
that is quite remote from them geographically. 

Another approach is by increasing the use of 
graduates from foreign medical schools. Dr. I. R. 
Trimble of Baltimore urges that this be done with 
a view to promoting international amity. Writing 
in the Journal of the American Medical Association 
for November 28, 1953, he advocates development of 
a plan that would regularly bring foreign graduates 
into American hospitals for internship and resident 
training. It is attractive to think of this as a method 
that would partly relieve our shortage of interns 
and at the same time be a step toward prevention 
of war. 

The success of these and other plans deserves 
the close attention of the A.M.A. special committee 
that will study the whole problem. That committee 
should also heed the good advice offered by rep- 
resentatives of the Student A.M.A when they talked 
to the Reference Committee on Medical Education 
and Hospitals at St. Louis. Those students—John 
Caskey from Texas and David La Fond from Wis- 
consin—warned that medical students have quite 
personal sources of information about the value of 
various internships, and are not likely to accept an 
appointment that offers inferior educational oppor- 
tunities. They went on to say that if a hospital will 
offer something good, interns will come. At the 
same time, they agreed that money is important 
too. Speaking with a grin that belied the seriousness 
of his thought, one of them stated: “Some boys 
think they can learn a lot better if they don’t have 
to worry about money and their family isn’t hun- 


gry.” 


Voluntary Insurance Up 


PEOPLE are protecting themselves with more acci- 
dent and health insurance on a voluntary basis; and 
such insurance policies are providing better and 
broader coverage to meet individual needs. This has 
been revealed in the annual survey against accident 
and sickness by the U.S. Chamber of Commerce 
Insurance Department. The study shows that of the 
different types of individual insurance coverage, 
medical expense protection again ,maintains the 
greatest gain percentagewise, while surgical ex- 
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pense protection reveals the greatest numerical 
gain. Major medical expense (health catastrophe) 
coverage is included in this survey for the first time. 

At the end of 1952, medical expense insurance, 
which covers doctors’ bills for other than surgical 
care, protected about 5.1 million Americans, an in- 
crease of 21 per cent over 1951. Of that total, 2.4 
million were policy holders and 2.7 million were 
their dependents. One hundred fifty six thousand 
persons had taken out the new catastrophe coverage 
—protection against the heavy bills of long disabling 
illnesses. 

Additional millions are, of course, protected by 
Blue Cross, Blue Shield, and other methods of 
voluntary coverage. 


In Ocroser, 1952, an article appeared in the Satur- 
day Evening Post describing a radical mastectomy 
which, according to the writer, saved her life. The 
author-patient also writes that were it not for her 
own vigilance, which ultimately prevailed over the 
“negligence” of her general practitioner, the lump 
in her breast would surely have killed her. 

This article, which was probably read by upwards 
of twenty million cancer-conscious Americans, de- 
serves special attention by the profession because it 
raises certain challenging questions affecting the 
course of cancer treatment by the surgeon and the 
general practitioner. Is radical surgery, as opposed 
to simple mastectomy, the answer to cases of ad- 
vanced breast cancer? Does early detection of the 
lump in the breast measurably increase the patient’s 
chances for survival against the most lethal forms 
of breast cancer? What is the role of the general 
practitioner? 


It is my considered opinion, based on more than 
a quarter century of interested study and surgical 
experience in the field of breast cancer, that radical 
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Editorial.» Cancer of the Breast ——Two Viewpoints 


What it all adds up to is a healthy indication that 
most folks aren’t sitting around waiting for a gov- 
ernment system of compulsory health insurance, 
but, in the typically American way, are attending to 
the job themselves. It’s healthy, too, that competi- 
tion and experimentation within the insurance 
business has kept health protection flexible so that 
contracts can be broadened and improved, benefits 
increased, and underwriting rules modified to per- 
mit coverage of greater numbers of people. 

This is all in the American tradition of seeking 
individual answers to problems without waiting for 
outside agencies to determine solutions. So long as 
private initiative continues to function in this man- 
ner, we’re on pretty safe economic ground. 


mastectomy, except in very rare instances, is a 
mutilative and unwarranted procedure. By radical 
mastectomy I am referring to the operative tech- 
nique which opens the thoracic cage and attempts 
the removal of glands and tissues behind the ster- 
num and ribs, after the breast and muscles with 
their attachments under the breast to the chest wall 
have been removed. This in simple terms is the “grand 
radical”’ concept now advocated by surgeons at the 
Memorial Hospital, the Columbia Presbyterian Med- 
ical Center in New York, the University of Minne- 
sota Hospital, and others. 

Success of the above procedure, according to its 
most enthusiastic practitioners, is largely dependent 
upon the so-called “early diagnosis” of breast can- 
cer. Yet this latter concept is so nebulous that, in 
my opinion, it can provide nothing but the shakiest 
of foundations to the radical mastectomy. The pop- 
ular notion of “curing it early by catching it in 
time”—as it is expressed in the Post article—is net 
limited to the lay public; it has, unfortunately, be- 
come quite prevalent within the profession, despite 
the fact that no conclusive evidence exists to show 
that what may appear to be clinically “early” is 
actually “in time” to catch or prevent metastases 
which have spread through the blood stream long 
before clinical diagnosis was possible. The time 
that the cell in the breast broke away from its nor- 
mal cell architecture and started to grow. with ap- 
parently no restraint, may have been months or 
years before the lump was recognized. Yet more 
than one “kindly doctor” has been accused—ike 


Is Radical Surgery 
Desirable? 
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the general practitioner in the Post story—of failure 
to provide early diagnosis. 

In thirty-odd years of active surgical practice, we 
have had experience with both simple and radical 
mastectomies. Comparing both these procedures, I 
reported as early as 1937 that “the cellular struc- 
ture of the tumor is the dominant factor, and sur- 
gical technique, irrespective of the extent of its 
radicalism, plays a definitely secondary role.” This 
opinion is supported by the experience of other 
specialists here and abroad who have found that 
“the outcome in mammary cancer is determined 
largely by the histological type of growth, rather 
than by prompt treatment as soon as the lesion is 
discerned” (Bloom). Clinical findings and survey 
data that support this position may be seen in 
papers by Lewis and Rienhoff, Nathanson and 
Welch, Truscott, MacDonald, McKinnon, Smithers 
et al., and a host of others. Most recent is the paper 


by Black and Speer, in the July 1, 1953, issue of the - 


New York State Journal of Medicine, in which they 
point out that “it is difficult to credit the combina- 
tion of ‘early’ diagnosis and radical surgery with any 
significant percentage of real cures or increased 
survivals over the natural history of the disease.” 

Today it is common knowledge that for rapidly 
metastasizing cancers the outcome is most often 
bad, regardless of how radical the operation. On the 
other hand, if the cancer is composed of slow-grow- 
ing cancer cells and if the patient’s connective tis- 
sue defense cells are healthy enough to resist the 
further spread of the cancer, a high rate of survival 
is recorded, even where simple mastectomy has 
been the only procedure used. 

Is it not obvious, therefore, that the grading of 
tumors—as formalized into classifications I to IV 
by Broder and MacCarthy over a generation ago— 
should be the first determinate in considering sur- 
gery, rather than the radicalism of the surgical 
technique employed? We should not be content to 
speak generally of cancer, but should make a stren- 
uous effort to indicate whether it is cancer I, cancer 
II, III or IV that may be involved in a given case. 
Biologically, in the vast majority of cases, the be- 
havior of cancer I is entirely different from that of 
cancer IV. All, or almost all cases of Grade I cancer 
of the breast will be alive at the end of five years 
and 80 per cent of Grade IV will be dead. Yet the 
current emphasis which modern cancer research 
has placed upon lethal forms of the disease, has led 
to a careless identification of the term, cancer, with 
only the most malignant types, disregarding the ele- 
mentary fact that the word actually refers to a broad 


variation of cell types, ranging from the relatively 
static to the rapidly-spreading lethal forms. This 
tyrannical use of the term cancer, with the horrible 
consequences generally associated with it, has had 
far more devastating consequences than modern med- 
icine can ever fully evaluate in mental confusion and 
misery, both emotional and possibly organic. Med- 
ical semantics in the field of cancer is one of the 
most urgent problems now confronting us. 

I do not mean to suggest that cancer or any type 
of tumor should be left untreated, but merely to 
indicate that all forms of diagnosis and therapy 
should be realistically considered in terms of nat- 
ural biologic factors. 

The surgeon, of course, faces a special problem. 
Clinical necessity forces him to make a definite de- 
cision—which from a strictly scientific standpoint 
may be arbitrary—in order to proceed with a given 
course of therapy. It should be borne in mind, 
however, that even the best diagnosis is perforce 
limited by the extent of man’s knowledge in this 
complex area. The wise specialist or “cancer man” 
is he who does not delude himself with his own 
authority in this field and who does not readily as- 
sume credit for a “‘cure”’ where nature herself may 
have been the first doctor. 

The conscientious up-to-date general practition- 
er, with his over-all concern for the patient’s wel- 
fare, stands in the strongest position to avoid those 
dangerous trends of specialization that become so 
attached to one organ (the breast) that they forget 
to see it as part of the total organism (the patient). 
It is indeed questionable whether the surgeon is in 
a better position to judge whether or not to employ 
the knife than is the well-trained family physician. 
Early detection of breast cancer should, of course, 
be the constant concern of the general practitioner, 
but the limitations of even the earliest clinical diag- 
nosis in relation to the need for surgical intervention 
must be recognized. 

In most cases where he may suspect cancer, the 
general practitioner will of necessity depend upon 
biopsies and other procedures by colleagues who 
specialize in the field. But there is little reason for 
him to be carried off his feet, either by the often 
startling advances of specialized medicine or by the 
anxiety pressures that may be exerted by cancer- 
panicked women patients. The interaction and close 
integration of the experience of both specialist and 
general practitioner will be conducive to better care 
for the patient, but the family doctor most emphat- 
ically should not be subservient to the cancer sur- 
geon. —Epwin J. Grace, M.D. 
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“Backward, Turn Backward” 


“Backward, turn backward, 
Oh time, in thy flight’... 


Dr. Cameron. 


SUPERFICIAL criticism of the value of early diagnosis 
by apostles of biological predestination, if accepted 
by any significant number of practitioners, carries 
a grave risk. In respect of the management of can- 
cer, it could turn the clock back fifty years, and, 
in doing so, sacrifice the lives of an indeterminate 
but certainly large number of the 22,000,000 U. S. 
citizens now living, who will suffer from cancer. 

In the past five years, it has become a mark of 
membership in medicine’s avant garde to call atten- 
tion to the fact that the patients with cancer—and 
notably breast cancer—who delay longest, enjoy 
the longest survivorship. Actually this kind of 
observation is quite venerable, having been made 
by Korteweg in 1880; and a few years later he of- 
fered an explanation for this paradox: rapidly 
growing tumors invite attention and treatment early 
(but not early enough), while slowly growing 
tumors excite little alarm and come to treatment 
late (but still in time). 

To emphasize grade I and grade IV tumors for 
which the factor of time or duration is of lesser im- 
portance in determining the outcome is to becloud 
the truly important problem—namely, the han- 
dling of tumors of intermediate grade. They ac- 
count for nearly half of all breast cancers and they 
are, as Kreyberg has observed, “the tumors where 
the question of earliness in diagnosis is of para- 
mount importance.” Frozen section of biopsy 
specimens from suspected breast lesions, with im- 
mediate mastectomy when cancer is found, is gen- 
erally accepted as the preferred diagnostic pro- 
cedure. Frozen section does not permit reliable 
grading. But Dr. Grace would make pretreatment 
grading the basis of selecting the treatment method, 
although he does not state just how. When one 
considers the facts that (1) as of today relatively 
few pathologists regularly grade tumors of the 
breast, (2) among those who do, there is wide var- 
iation in interpretation, (3) even grade IV tumors 
are far from hopeless (one quarter of them with 
axillary node involvement and two-thirds of them 
without such involvement survive for five years fol- 
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lowing radical mastectomy, according to Harring- 

ton), one is tempted to consider Dr. Grace’s 

“devastating consequences,” “mental confusion,” 
and “misery” more applicable to his proposal than 
to the “tyrannical use of the term cancer.” 

Predication of treatment on the grade of the 
tumor is, in the light of our present limited ability 
to forecast the course of cancer of the breast, a 
visionary and disastrous principle. One can only 
hope that practicing physicians will prefer to en- 
dorse the more practical and prudent position of 
Kreyberg, which is: “As we do not know before- 
hand who will benefit and who will not, a general 
plea for ‘early diagnosis’ is fully substantiated, as 
every individual salvaged is important.” And this 
from a predeterminist, albeit one of the more pene- 
trating ones. 

But Dr. Grace would not stop with modifying 
treatment technique according to grade of malig- 
nancy. He would assign that responsibility to the 
general practitioner. He fears trends of specializa- 
tion, implies that the specialist has no better judg- 
ment than the general practitioner and that the 
general practitioner should not be subservient to 
the cancer surgeon. He would, presumably, rele- 
gate the specialist to the role of a mere technician— 
doing what the general practitioner tells him is best 
to do, and thereby he would open to question the 
entire principle of specialization, which is, that by 
restricting his attention, a specialist acquires wider 
experience, greater skill, and superior judgment 
in his delimited field. 

Finally, Dr. Grace decries a new operation for 
breast cancer as being “mutilative and unwarrant- 
ed.” His hasty indictment may prove to be justified, 
but that possibility does not render his prematur- 
ity the less censurable. The way of science is to 
wait until the evidence is in before weighing it—and 
in this case the evidence won’t be in before enough 
patients and enough time accumulate. (The sys- 
tematic employment of this operation was begun 
three years ago.) 

Yes, the general practitioner has a place in the 
cancer picture—I happen to think that it is the 
most important place in the whole professional 
cast. If, as Lewison and Allen say, “In the treat- 
ment of breast cancer the concept of early diagno- 
sis and timely therapy is a sovereign precept which 
affords the highest hope of greatest benefit,” then 
his responsibility to suspect readily and to refer 
quickly offers a service to the patient which, in the 
aggregate, outweighs the more dramatic displays of 
surgery. —Cuartss S. Cameron, M.D. 
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Management of Sinusitis 


Smith, Kline & French 
Laboratories, Philadelphia 


The sphenoid and 
posterior ethmoid 
sinuses drain back- 
ward toward the 


nasopharynx. 


BY ROBERT LINCOLN GOODALE, M.D. 


Boston, Massachuseits 


Tue purpose of this article is to present to the gen-- 
eral practitioner the salient factors of the present 
status of the diseases of the paranasal sinuses. This 
is a very large field, and of necessity many condi- 
tions can only be described briefly. 

However, many diseases of the sinuses are ex- 
tremely common and should be of great interest to 
the general practitioner as he is often the first to 
see the patient. 

Since the discovery of sulfonamides, antibiotics, 
and antihistaminics, the management of sinusitis, 
whether due to infection or allergy, has undergone 
a marked change, and with it a tendency to rely 


more on drugs than on surgery or even on previous- 
ly generally accepted methods of medical treatment. 
Although this has “saved” the patient many an op- 
eration, it has confused the picture in the minds of 
both the profession and the lay public. One often 
hears today such a statement as, “I understand you 
never operate on sinuses anymore.” This is not 
true; one must realize that in some cases surgery 
may be “conservative,” whereas palliative, nonsurgi- 
cal treatment may entail the greater risk to the 
patient. Also, the antibiotic drugs will mask the 
disease and often possess the danger of causing 
allergic drug sensitivity. 
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Classical symptoms of acute sinusitis are localized pain’ 
purulent discharge, and obstruction to breathing. 
X-ray studies usually provide confirmation of the clinical 
impression. Antibacterial therapy should be guided by 
bacteriologic studies. Meanwhile supportive and local 
treatment are also important, including local application 


of heat, promotion of drainage, and adequate rest in 
bed. When an antibiotic is used, it should be given 

in large enough doses and for a long enough time to 
accomplish the drug's purpose. 


Anatomic and Physiologic Considerations 


First let us review the anatomy and physiology of 
the nose and sinuses. The accompanying illustra- 
tions are “textbook.” It must be noted that, as 
every rhinologist knows, anatomic variations are 
frequent and often complicate the course of the 
disease and modify the operative procedure. 

For instance, aberrant ethmoid cells may extend 
over the roof of the orbit forming, as it were, a 
double-deck. X-ray films can detect this condition 
so that the surgeon will not mistakenly believe that 
he has entered the frontal sinus whereas he is only 
in a shallow ethmoid extension. A deviated septum 
or a hypertrophic, pneumatized middle turbinate 
may obstruct drainage from either the antrum or 
the frontal sinus. 

The frontal sinus may vary markedly in depth and 
upward and lateral extension. It may be partially 
subdivided by septa. In some cases there may be Figure 1. Empyema of right maxillary sinus. 
total absence of the frontal sinus, or it may be uni- of & 

frontal, ethmoid, and maxillary sinuses. 
lateral; and in such an instance it may pneumatize 
across the midline to take the place normally oc- 
cupied by its fellow of the opposite side. 

The antrum also may vary markedly in size and Figure 2. Fluid level in right frontal sinus. 
may have partial septa dividing it into compartt- of antrum. 
ments. The sphenoid sinus pneumatizes occa- 
sionally into the adjacent wings of the sphenoid 
bone. Therefore, the surgeon who undertakes an 
operation must be fully conversant with all of 
these possibilities. 

Consideration of the physiology of the sinuses has 
been given more importance recently in the man- 
agement of infectious disease in this area. The mu- 
cosa of the nose and sinuses is of the respiratory 
type, consisting of a simple ciliated epithelium and, 
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beneath the basement membrane on which these 
cells rest, a stroma containing many mucous and 
serous glands. There is a plentiful blood supply. In 
addition to the sensory nerves, there are also auto- 
nomic fibers which control the vasomotor mechan- 
ism. 

As nasal respiration is the rule, except when 
undertaking heavy work or violent exercise, the 
nasal mucosa receives considerable trauma from 
particles of dust, bacteria, smoke, and gases, and 
must, therefore, be equipped to combat them. It 
must also humidify and warm the air when it is 
either excessively cold or dry and be able to expel 
noxious elements by the sneeze reflex. 

But even blowing or sneezing would fail to keep 
the nose in a clean, healthy state if it were not for 
the constant action of the nasal cilia and the lubri- 
cating action of the mucous and serous glands. 
Microscopic studies and clinical observations have 
shown that the cilia propel foreign particles con- 
stantly in the same direction. Within the sinus the 
course is always toward the normal opening. In the 
nasal cavity the stream is carried in definite direc- 
tions, always with the purpose of transporting it out 
of the nose. The mucous and serous glands act to 
lubricate the cilia, to pick up foreign particles and 
wash them away. 

As before mentioned, there is a plentiful blood 
supply controlled by the autonomic nervous system. 
This is especially active in the region of the lower 
turbinate which has the faculty of rapid swelling 
and shrinking in response to infection, local irrita- 
tion, and atmospheric, endocrine, or emotional 
factors. 

It is often asked, “Why do we have sinuses?” 
Many theories have been suggested, some ascribing 
to the sinuses the function of resonant chambers. It 
is also possible that, with the exception of the eth- 
moid, as they are formed in the solid portions of the 
cranial and facial bones, they may have developed 
in response to structural stress and strain. Could it 
be that Nature has anticipated the engineer who 
lightens heavy materials, at the same time preserv- 
ing their strength, by making them hollow? 

The present-day concept of treatment of the 
sinuses and the nasal passages is based on these 
anatomic and physiologic factors. The rhinologist, 
therefore, while correcting structural abnormalities, 
such as a deviated septum and obstructing middle 
turbinates, would attempt to preserve as much as 
possible the normal ciliated epithelium for which 
there is no substitute. Surgical interference is only 
undertaken where the disease has progressed to 


such a point that the normal physiologic mecha- 
isms have failed. 


Causes of Sinusitis 


The causes of sinusitis can be considered under 
the following headings: (1) infection, (2) aero- 
dynamic, (3) allergy. 

In the group caused by infections, the agents are 
the pathogenic bacteria usually found in the respir- 
atory tract. These are alpha and beta Streptococcus, 
which may be hemolytic or nonhemolytic; various 
forms of Staphylococcus aureus and albus; pneumo- 
coccus; H. influenzae; N. catarrhalis; and B. pyo- 
cyaneus. Infections also are caused by various 
viruses. 

In the second group are the aerosinusitis condi- 
tions which have become so common since air travel 
has become prevalent. Given a slight nasal obstruc- 
tion due to coryza or allergy, the sudden descent 
from a high altitude may cause a blocking off of a 
sinus before the air pressure within the sinus can be 
restored to the level of the ground pressure. The 
negative pressure which results causes suction on 
the mucous membrane, with resulting pain and oc- 
casionally submucosal hemorrhage. 

The third group is associated with allergy and is 
properly a condition for the joint efforts of the 
allergist and rhinologist. A search for the causative 
agent is important. Although it may be due to 
foreign proteins such as pollens, foods, dust, and 
molds, in some cases there may be an accompanying 
purulent sinusitis of the bacterial type. Then it may 
be hard to draw the line between the patient’s al- 
lergy and his infection. 

The tissue changes are chiefly of the hyperplastic 
type with the production of polyps, and, where the 
ethmoid labyrinth is involved, there is a decalcifica- 
tion of the cell partitions coincident with the period 
of active allergy. Strangely enough, when the al- 
lergy is relieved, recalcification of the partitions 
occurs. 


Acute Bacterial Infections 


Symptoms and Signs. Infection of the sinus usual- 
ly follows closely upon a nasal infection which has 
persisted for several days, although in many cases 
the sinuses may become involved almost at the onset 
of the original infection. After a period of more or 
less severe nasal congestion, with mucopurulent 
discharge, temperature elevation, and leukocytosis, 
the patient rather abruptly experiences pain, head- 
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Figure 3. Anatomic preparation to show left lateral nasal 
wall and its relationship to the paranasal sinuses. Section 
has been cut slightly to the right of the midline. The nasal 
septum has been cut away, and the interfrontal and 
intersphenoidal septa have been removed to show these 
sinus cavities. A. The middle turbinate has been removed 
to show: 1. The hiatus semilunaris. 2. The ostium of the 
maxillary sinus. 3. The Bullar cell of the ethmoid. 
4. Probe in nasofrontal duct. Note that the frontal, ante- 
rior ethmoidal cells, the Bullar cell, and the maxillary 
sinuses all drain into the hiatus semilunaris. B. The 
sphenoethmoidal recess with the ostium of the sphenoid 
sinus. C. The lower turbinate. D. The lower meatus (posi- 
tion for the antral window). €. The frontal sinus. F. The 
sphenoid sinus. G. The remaining edges of the nasal sep- 
tum which has been cut away. 


ache, and tenderness over the affected sinus. In 
very severe cases there may be photophobia, and 
the pain will be referred to the eyes, teeth, or the 
side of the head. 

The headache and pain are increased by leaning 
forward, by sudden jarring of the head, and by ex- 
posure to cold air. In the early stages the headache 
will be constant. Later on it is characteristically 
more periodic, occurring usually at the same time 
every morning, reaching a peak at about noon, and 
then wearing off in the afternoon. 

In the early stages there may be very little dis- 
charge from the nostril if the sinus ostium is blocked. 
At this stage an x-ray film, taken in the upright 
position, may show a fluid level if the sinus is not 
completely filled with pus, or there may be a uni- 
formly opaque shadow if the fluid has entirely re- 
placed the air (Figures 1 and 2). 

As soon as drainage takes place, mucopus will 
appear to flow through the sinus ostium. In the case 
of the frontal, antrum, and anterior ethmoid cells, 
this occurs in the middle meatus just below the 
anterior tip of the middle turbinate. The sphenoid 
and posterior ethmoid sinuses drain backward 
toward the nasopharynx. Examination of these two 
regions, therefore, is especially important to con- 
firm the diagnosis and identify the involved sinus 
(Figure 3). 

Local Treatment. At this stage conservative meas- 
ures are indicated. One should attempt to relieve 
the obstruction to drainage by a spray or applica- 
tion locally of a vasoconstricting solution. Surgical 
intervention is risky because of the possibility of 
producing thrombophlebitis with the ultimate com- 
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plication of osteomyelitis or intracranial disease. 
Recently, however, trephine of the frontal sinus 
by the external route has been advocated to relieve 
undrained pus. The opening in this case is made 
just beneath the eyebrow through the floor of the 
frontal sinus just lateral to the nasofrontal duct. A 
drain is inserted, and through this the pus is evacu- 
ated and the cavity washed out with sterile saline. 
As soon as the nasofrontal duct has opened suffi- 
ciently to allow secretion to pass into the nose, the 
drain is removed and the wound closed. 

In the case of acute maxillary sinusitis, if no 
drainage can be obtained by conservative measures 
by the end of the first week, a trochar opening may 
be made in the lower meatus or a cannula may be 
passed through the normal ostium, for the purpose 
of washing out the pus. 

Although the ethmoid sinus is usually drained 
effectively by the use of shrinking solutions, oc- 
casionally it is necessary to break down an ethmoid 
cell for drainage. In certain cases where there is 
poor drainage due to crowding of a middle turbi- 
nate, a deviated septum, or nasal polyps, corrective 
surgery can be considered when the acute inflam- 
matory process has subsided. 

Antibacterial Drugs. If the causative agent of the 
sinusitis is bacterial, one should obtain a culture of 
the secretions before giving either sulfonamides or 
antibiotics. Sensitivity tests to these agents are im- 
portant, due to the fact that many strains of bacteria 
have now become resistant to the new drugs. As 
soon as the bacteria have been identified, more spe- 
cific and effective use of drugs is possible. However, 
as there may be a delay of several days before the 
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Figure 4. Cyst of the left maxillary sinus. 
This also shows the relationship of the floor 
of the frontal sinus to the roof of the orbit. 


Figure 5. Large mucocele of the left frontal sinus. 1. The 
roof of the orbit is displaced downward thus compressing 
and extruding the orbital contents. The posterior wall of 
the sinus is destroyed by pressure necrosis so that the 
mucocele is in direct contact with the dura of the frontal 
lobe. 2. Chronic thickening of the lining of both antra. 


laboratory can report on the culture or the sensi- 
tivity test, one can give either a sulfonamide or an 
antibiotic empirically once the culture has been 
taken, changing the drug later as the culture report 
indicates. 

The use of these drugs has markedly shortened 
the course of acute sinusitis and has nearly elimi- 
nated the serious complications. However, the pro- 
duction of resistant strains is becoming more of a 
problem, and for this reason antibiotic treatment 
with the most effective drug should be carried out 
with optimum doses for a sufficiently long period of 
time to destroy the bacteria entirely. 

One should not stop treatment with the first drop 
of temperature or on the first day that the patient 
experiences relief of pain or headache. The infection 
is often masked in such cases and, within a few days 
after the drug is stopped, clinical signs of infection 
reappear. One should seek objective evidence of im- 
provement, such as cessation of drainage, return of 
the mucous membrane to normal color, a subsidence 
of turgescence of the turbinates, and normal x-ray 
films, as well as the disappearance of systemic symp- 
toms. If this is carried out so that the infection 
clears completely at the first attack, irreversible 
changes will not take place, and foci of the infection 
in the mucosa of the sinus will be eliminated. This 
is an important factor in preventing recurrent or 
chronic disease. 

General Measures. Undoubtedly many people 
have a predisposition to infection of the sinuses as a 
complication of practically every acute upper respir- 
atory infection. Here one should be on the lookout 
for mechanical complications such as deviated sep- 
tum, a hypertrophic turbinate obstructing the nor- 
mal drainage, and hyperplastic changes of an aller- 
gic nature. It is quite possible that such patients 
have a particular susceptibility to a specific bacterial 
agent. Therefore, bacteriologic studies are of prime 
importance, as these patients are not yet in a stage 
of chronic, irreversible tissue change. 

In an acute case one should never lose sight of 
the value of good medical care at home or in the 
hospital. Rest in bed, local application of heat, con- 
trol of pain by suitable drugs, and the avoidance 
especially of exposure to cold drafts are still essen- 
tial. 

Too often the patient feels obliged to keep at his 
work and to rely on the use of antibiotics to “get 
him by.” Such an attitude should be discouraged. 

After a patient has had many attacks of sinusitis 
or has failed to recover completely from previous at- 

tacks, chronic changes take place within the sinuses. 
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The symptoms differ in many respects from those of 
acute infection. Headache and pain are often absent. 
Fatigue and general debility are commonly noted. 
Purulent exudate occurs and persists, so that the re- 
maining portion of the cavity is frequently filled 
with pus which overflows into the nasal cavity. This 
may appear as a postnasal drip and be the only 
symptom of which the patient complains. 

The pathologic changes are characterized by 
leukocytic infiltration of the submucosa, often with 
the production of small, submucosal abscesses. The 
entire lining of the sinus becomes thickened and may 
undergo polypoid or cystic changes. As the infec- 
tion progresses, sclerotic changes may take place in 
the surrounding bone. This is easily determined by 
x-ray studies (Figure 4). 

As mentioned above, cysts of the sinus are com- 
mon in chronic disease. In the maxillary sinuses 
they may be simple mucous or serous cysts, or may 
arise from the tooth roots, and in such cases they 
can become infected from apical disease. Cysts of 
dental origin tend to enlarge and often become suf- 
ficiently great to produce pressure on the surround- 
ing bone, with a consequent thinning of the wall. 
Severe cases show a bulging of the anterior wall of 
the antrum. These swellings, of course, should be 
differentiated from neoplasm, which would be quite 
dense and would show invasive destruction of the 
surrounding bone. 

In the frontal sinus a cystic condition occurs 
known as mucocele. Figure 5 shows an extreme de- 
gree of mucocele of the frontal sinus. Notice that 
this cyst has enlarged at the expense of the orbit. 
The roof of the orbit is in part destroyed and de- 
pressed, so that the orbital contents are displaced. 
Occasionally mucoceles become infected and are 
then called pyoceles. 

In severe cases with destruction of the surround- 
ing bone, one must remove by radical surgery the 
anterior, posterior, and inferior wall of the frontal 
sinus to produce a total obliteration of the cavity. 
This is the only sure way to eliminate all islands of 
mucous membrane, which are prone to regenerate 
and produce more mucoceles. In less severe cases 
with intact bony walls, good results may be obtained 
by removal of the floor of the frontal sinus, taking 
out the cyst alone and leaving the remaining mucosa 
intact. 


Surgical Procedures 


This brings us to the consideration of the surgical 
techniques and radical procedures. Although the 
general practitioner will not venture into this spe- 
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cialized field, it is well for him to have some knowl- 
edge of the procedures which the nose and throat 
consultant proposes. 

Before the discovery of sulfonamides and anti- 
biotics, chronic infections of the sinuses could be 
treated only by surgery with any hope of success. 
The use of these drugs has cleared up many cases 
which seemed to be chronic, but there still are many 
patients who have permanent tissue changes and in 
whose mucosa there are septic foci over which anti- 
biotics have little control. It is these cases for whom 
radical surgery is to be considered today. 

The term, radical, is misleading for, except in the 
obliterative frontal sinus operation or the exentera- 
tion of the ethmoid labyrinth, the sinus cavities are 
not eradicated in the same sense that an appendix 
or a gallbladder is removed. There is still a cavity 
after the diseased tissue has been taken out. 

One should plan his surgery according to the 
severity of the disease. If the maxillary sinusitis is 
merely an empyema, an intranasal window may pro- 
vide the necessary drainage. But if the mucosa is 
chronically diseased, the Caldwell-Luc operation, or 
some modification of it, is necessary to obtain a good 
result. This operation involves an exposure of the 
anterior wall of the superior maxilla through an 
intraoral incision just above the canine tooth. An 
opening is made with mallet and chisel through the 
wall into the sinus. After enlarging the opening, 
any cysts or chronically diseased membrane can be 
removed under direct vision. Finally, a large open- 
ing is made under the lower turbinate into the nose. 
The oral incision is then closed, and the new intra- 
nasal opening is expected to remain patent. 

In the case of infections of the ethmoid, three 
routes are possible. First there is the intranasal ap- 
proach. In this operation, the middle turbinate is 
removed and, with curette and ethmoid punches, 
the cell partitions are broken down and their frag- 
ments removed. This should leave a smooth bony 
wall composed of the lacrimal bone and lamina 
papyracea laterally, and a smooth bony roof which 
is also a part of the anterior fossa of the skull. Pos- 
teriorly, the ethmoid is exenterated back to its com- 
mon wall with the sphenoid sinus. Special care in 
this region should be taken to avoid perforation 

laterally into the middle fossa or into the adjacent 
region of the optic nerve. If one is careful to iden- 
tify the ostium of the sphenoid sinus, this latter 
accident should not occur, as the ostium is a land- 
mark leading one safely toward the sphenoid sinus. 

The second route is the transantral approach. In 
the course of a Caldwell-Luc operation, if the eth- 


moid is also diseased, it can be approached both 
from below through the antrum as well as through 
the nose in the method described above. This mere- 
ly provides another angle of attack. 

Finally, the third route is the external approach 
and, inasmuch as all radical external operations on 
the frontal sinus necessitate a complete removal of 
the ethmoid cells, it is appropriate to describe here 
the technique for such a combined operation. 

An incision is taade from the medial end of the 
eyebrow downward along the side of the nose to a 
point just anterior to the lacrimal groove. In all in- 
cisions in this region, it is important to avoid the 
soft tissues of the lids. The periosteum is elevated 
from the orbital wall with great care not to perforate 
it, for in such cases the orbital contents would her- 
niate into the field and hinder the operator in his 
attempts to remove the ethmoid contents. One 
should identify as soon as possible the ethmoid ves- 
sel and nerve, as these serve as a useful landmark to 
locate the level of the cribriform plate. As long as 
the instrument remains below this level, there is 
little danger of accidentally entering the anterior 
fossa of the skull. The lacrimal bone and the lamina 
papyracea are then removed as far back as the eth- 
moidal vessels. Occasionally the lamina papyracea 
must be removed farther back if aberrant ethmoid 
cells have crept over the roof of the orbit posterior 
to the ethmoid foramen. The posterior edge of the 
ascending process of the superior maxilla is removed 
so that the operator can obtain a straight approach 
under direct vision to all the ethmoid cells. These 
cells are then broken down with a curette and re- 
moved by small punches. The middle turbinate is 
left by some surgeons but many, including the 
author, advocate its removal in order to obtain a 
more open and better ventilated nasal passage. 

When the removal of the posterior ethmoid cells 
and superior turbinate is completed, the ostium of 
the sphenoid sinus can be seen. If the infection has 
progressed into the sphenoid sinus, its ostium may 
be enlarged to permit removal of the diseased mem- 
brane. If there is no indication for entering the 
frontal sinus, the nose is packed and the incision 
closed by interrupted sutures. A sterile boric-oint- 
ment dressing is applied over the orbit with very 
light pressure. A good cosmetic result will be ob- 
tained, as the healing is by first intention. The pack 
is gradually removed during the succeeding few 
days, and in about five days the stitches can be re- 
moved and the dressing dispensed with. 

If it is necessary to enter the frontal sinus, the in- 
cision is extended from its upper end laterally be- 


neath the eyebrow through the thicker portions of 
the skin, avoiding, as mentioned before, the loose 
orbital tissues. It is important to carry this incision 
to the farthest lateral extent of the frontal sinus. The 
orbital periosteum is further elevated laterally from 
the roof of the orbit, and the frontal sinus entered 
either by following the nasofrontal duct into the 
sinus or by entering at a more lateral point directly 
into the sinus through its floor. After this, the en- 
tire floor is removed, being especially careful not to 
leave small shelves of bone near the junction of the 
floor and the posterior wall. This approach allows 
the surgeon to inspect practically the entire frontal 
cavity. All infected membrane is then removed. If 
the interfrontal septum is intact, care should be 
taken not to perforate this into the opposite sinus. 

The failures of this operation can be attributed to 
the following factors: (1) incomplete removal of 
ethmoid cells so that reinfection may occur again 
from below ; (2) allowing portions of the floor of the 
sinus to remain with their attached infected mucous 
membrane; and (3) the formation of granulation 
tissue between the orbital periosteum and the nasal 
septum eventually resulting in fibrous adhesions 
and obliteration of the nasofrontal drainage. For the 
correction of this last complication, various proce- 
dures have been devised, such as skin graft, mucous 
membrane flaps from the septum, acrylic molds, 
and tantalum tubes and foil. The author prefers 
suturing a thin strip of tantalum foil to the orbital 
periosteum to prevent granulations from springing 
across to the nasal- and interfrontal septum. By 
placing this metal barrier, the drainage remains un- 
obstructed ; and eventually, as the granulations sub- 
side and are transformed into fibrous tissue, one 
will avoid the possibility of an obstructing scar. 

In cases of the frontal sinus where there is more 
severe involvement of the bony walls or where the 
patient has unfortunately had to be subjected to re- 
peated radical operations, it may be necessary to 
obliterate the sinus by removing not only the floor 
of the frontal sinus but its anterior and posterior 
walls as well. Cosmetic improvement is now pos- 
sible by the use of bone grafts after all infection has 
been eliminated. In this way the forehead will be 
built up at a later date, so that one need not fear 
the disfigurement so much dreaded in former years. 


Allergic Sinusitis 


Finally, the problem of allergic sinusitis should 
be mentioned. If this condition is due to extrinsic 
factors only, control of these by their elimination or 
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increasing the resistance to the factor by the use of 
allergenic extract is the usual treatment. Often, how- 
ever, bacterial factors complicate the picture, so that 
one should also consider such cases from the point 
of view of infection. Immunizing by autogenous vac- 
cine, if the organism is suitable, is helpful. In some 
selected cases surgery may be indicated. 

The site for allergic changes in the sinuses is in 
the region of the ostium of the antrum and the ad- 
jacent ethmoid labyrinth. It is in this region that 
polyps usually occur, and in the ethmoid sinuses 
we see the characteristic bilateral decalcification. 
Radical surgery should only be undertaken in such 
cases when all other methods for combating the 
allergy have failed, or where there is clear-cut evi- 
dence that the sinuses are deserving of operation 


regardless of the allergy (Figure 6). 


Complications of Sinusitis 


As complications of sinusitis are still by no means 
uncommon, it is well to outline the signs for which 
one should watch. As some of these warn of im- 
pending danger, their early detection is essential. 

Osteomyelitis of Frontal Bone. If during the course 
of an acute upper respiratory infection, even with- 
out classical signs of frontal sinusitis, there should 
occur pitting edema of the forehead, the diagnosis 
of osteomyelitis of the frontal bone is justifiable, 
even without x-ray evidence of bone involvement in 
the early stages. It is well known that x-ray evidence 
of osteomyelitis of the frontal bone is two weeks 
late. As intracranial extension is common in cases 
of osteomyelitis in this area, it is most important for 
the surgeon not to overlook this possibility also. 

Although antibiotics have checked the disease, 
one should not overlook the necessity of radical 
bone removal. It is still desirable to excise the osteo- 
myelitic area by block removal, by means of burr 
holes connected by the Gigli saw, well out beyond 
the osteomyelitis process. Generally speaking, the 
edema demarcates the extent of the osteomyelitis 
quite accurately. Needless to say, early surgery is 
indicated in such a case (Figure 7). 

Orbital Abscess. If in the course of acute sinu- 
sitis there should be a sudden swelling of the orbit 
with displacement of the eye outward with some 
limitation of motion, it is safe to say that there has 
been a break through the sinus wall into the orbit, 
with the formation of an abscess between the bone 
and the periosteum. If this is the case, drainage 
must be obtained by external incision and partial 
ethmoidectomy. 
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Figure 6. Bilateral allergic eth- 
motditis. Note the marked decal- 
cification of ethmoid partitions. 


Figure 7. Osteomyelitis of the frontal bone. 
This was the result of retrograde thrombo- 
phlebitis originating in the frontal sinus. 
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Intracranial Complications. If the patient suffer- 
ing from sinus infection complains of an unrelieved, 
pounding headache, one should be on the lookout 
for signs of intracranial extension. Of course, if 
there should be projectile vomiting, nuchal rigidity, 
reflex changes, or sudden onset of unconscious- 
ness, the presence of meningitis or brain abscess is 
most likely. 


Summary 


Finally, one may summarize and list the follow- 
ing salient points which apply to the proper man- 
agement of sinusitis. 

1. Importance of accurate diagnosis cannot be 
overemphasized. The classical symptoms and signs 
of acute sinusitis are: localized pain and tenderness 
over the sinus or radiating to the adjacent orbit or 
teeth; headache, often periodic and characteristic 
at onset; purulent discharge from the sinus drain- 
age area in the nose; obstruction to breathing coin- 
cident with the inflammatory edema; x-ray confir- 
mation of sinus disease. 

2. Careful bacteriologic studies, to determine the 
organism and the proper antibiotic to be used, are 
more than ever necessary because of the develop- 
ment of resistant strains of bacteria. 


HERE'S AHELPFUL HINT... 


SUPPOSITORIES 


REPLACE ENEMAS 


3. Be on the lookout for a malignant neoplasm in 
this region. Often there is no pain, but careful ex- 
amination of the nose may reveal a small area of neo- 
plastic tissue, and there may also be evidence of 
tumor swelling over the sinus, or extension into the 
orbit of such a tumor with displacement of the or- 
bital contents, or a metastatic gland. Persistent 
bleeding may also indicate a cancer. By early recog- 
nition of a malignant neoplasm, the general prac- 
titioner may save weeks or months of valuable time 
for both patient and rhinologist. 

4. For early treatment in acute sinusitis, it is well 
to use the medical measures which have been in 
vogue since long before the discovery of the newer 
drugs. Help localize the infection by the use of heat ; 
promote drainage by simple vasoconstrictor solu- 
tions; control the patient’s pain by effective seda- 
tion; and preserve his strength by rest, preferably 
in bed. Finally, be certain that the infection is over 
before allowing the patient to return to normal ac- 
tivity. With the few exceptions previously noted, 
surgery is to be avoided in the early, acute, inflam- 
matory stage. If antibiotics are to be used, be sure 
that the one most effective for the particular organ- 
ism is given and in sufficient doses and for a suffi- 
ciently long time to accomplish the drug’s purpose. 


As a result of experience during a year and a half, Edward A. Banner 
of the Section of Obstetrics and Gynecology of the Mayo Clinic 
concluded that “‘a rectal suppository may act as a satisfactory sub- 
stitute for enemas during the postpartum state, thereby increasing 
the efficiency of nursing personnel, substantially decreasing the cost 
of over-all operation and minimizing discomfort to the patient.” 

The use of a single suppository was successful in about two-thirds 
of all patients. When necessary, a second suppository was inserted 
after a lapse of thirty minutes. The preparation acts by liberating a 
small amount of carbon dioxide gas, which stimulates peristalsis 
and the defecation reflex. 

Composition of the suppository: 


Sodium bicarbonate 
Potassium bitartrate 
Calcium silicate 
Bentonite USP XiIll 
Polyethylene glycol 
Dextran 282 


POST-PARTUM PERIOD 


—Proc. Staff Meet. Mayo Clinic, 28 :567, 1953. 
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Rehabilitating the Adult Cardiac 


BY JOHN W. FERREE, M.D. AND FREDERICK A. WHITEHOUSE, Ed.D. 
New York, New York 


It has been estimated that there are about 10,000,000 persons with heart disease of all types in this << 
country. We lack accurate figures, but it cannot be doubted that economic pressures as well as the need for } 
personal fulfillment lead the vast majority to seek some form of gainful employment. To help make this 

employment possible and a positive experience for the patient—free of unnecessary fears, yet consistent with the 

limits imposed by the disease—the family physician must view himself as part of the rehabilitation team. 


Amonc the newer responsibilities the general prac- 
titioner is being asked to carry today is that of 
“rehabilitation.” Perhaps this is more a new word 
than a new responsibility. In the sense of giving his 
patient every help toward getting back on his feet— 
reassurance and friendly guidance as well as treat- 
ment for “what ails him”—the family doctor has 
traditionally been concerned with “rehabilitating” 
the sick. 

If rehabilitation as a concept in medical thought 
has become more prominent recently, it is because 
contemporary teaching increasingly emphasizes the 
need to view the patient as a whole—in terms not 
only of his physical but also of his psychologic 
health, and, going further, of his relationship to 
himself, his family, his work, and even the entire 
community. Call it, if you like, the new-old empha- 
sis on treating the patient as well as the disease. 
Medical rehabilitation is not only a phase of medi- 
cine, but it is also a phase or step in total rehabilita- 
tion, which is defined as “the return of a person 
disabled by accident or disease to his greatest physi- 
cal, mental, emotional, social, vocational and eco- 


nomic usefulness, and, if employable, an oppor- 
tunity for gainful employment.” 

There is, of course, no essential difference of 
purpose between rehabilitating the cardiac and re- 
habilitating the patient with some other disability. 
But rehabilitation of cardiacs does present its own 
set of problems. For one, the outworn idea that a 
diagnosis of heart disease warrants a prescription 
for what is essentially permanent invalidism still 


Dr. Lewis H. Bronstein (right), a member of the New York Heart 
Association Committee on Cardiovascular Disease in Industry, takes 
a medical history of the patient, referred through the Heart Asso- 
ciation as a service to industry, at the Work Classification Unit of 
the New York Heart Association at Beek Downto Hospital. 
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dies hard—among physicians as well as the public. 
For another, as the average life span in this country 
is extended through control of infectious diseases 
and other advances, ever greater numbers of the 
population fall into the category of patients with 
chronic disease. As Benton and Rusk have pointed 
out: “. .. There is a critical need for salvaging the 
large number of individuals with the residua of 
chronic disabling disease who now constitute serious 
medical and social problems. This has significant 
implications for the patient as well as the com- 
munity at large.” 

In the third edition of Diseases of the Heart, pub- 
lished in 1913, Sir James Mackenzie wrote: “... A 
serious responsibility is thrown upon every practi- 
tioner at times in advising upon certain questions. 
‘Should a man give up his business?’ This is a 
question on which advice is constantly sought and 
whether the individual be a statesman or a laborer, 


the greatest care is necessary in formulating an - 


answer. If a practitioner looks for guidance in the 
textbooks, he finds merely general views which he 
cannot apply to the individual case.” 

Certainly no one would suggest that the physi- 
cian’s responsibility for careful and intelligent eval- 
uation of each patient has diminished in any way 
since Mackenzie wrote. Such evaluation is still the 
most important means of determining a patient’s 
cardiac reserve, and this in turn is the key factor 
in his potential for rehabilitation. But there is new 
knowledge about rehabilitation procedures which 
has introduced more science and precision into the 
process of restoring a patient to “his greatest physi- 
cal, mental, emotional, social, vocational and eco- 
nomic usefulness.” 

While physicians have often led in the search for 
new methods, these innovations have for the most 
part come from the pooled efforts of a wide range of 
professions and skills: vocational counselors, psy- 
chologists, time and motion study engineers, social 
workers, occupational and physical therapists, and 
the patients themselves. 

Because of the innumerable social, economic, and 
other factors inherent in rehabilitation of cardiacs 
(who, for the purposes of this article, include those 
who suffer impairment arising from any one of the 
heart and blood vessel diseases), the team approach 
has been indispensable to the quest for new knowl- 
edge in this area. It is also indispensable to its suc- 
cessful application. The purpose of this article is to 
discuss the role of the family physician—the most 
important member of the team—in applying what 
has been learned about rehabilitation in the cardio- 
vascular field. 
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Setting the Stage for Rehabilitation 


Even in the critical days when his entire effort 
may be directed toward saving life, as in cases of 
coronary occlusion, the family physician who is 
imbued with the team approach to cardiac rehabili- 
tation will not lose sight of his team role. For this 
is the period in which the patient’s attitude toward 
his disease takes shape, as well as his family’s at- 
titude toward him. It is the time when the question 
of the future looms in its sharpest, most anguished 
form. Such details as a calm and confident atmos- 
phere in the sickroom may prove decisive in creat- 
ing positive motivation for a return to normal life 
without which true rehabilitation cannot take place. 

There is no one of us who does not know how a 
diagnosis of “heart disease” disturbs the average 
patient and his family. Their world crumbles; the 
fear of death generates a sense of complete helpless- 
ness. Unless help is given at this stage to make 
them understand that a very large proportion of 
heart patients eventually can and do lead more or 
less normal lives, irreparable damage, both physical 
and emotional, may be done. 

At the onset of severe illness, it may be more prac- 
ticable and quite as necessary to focus on the pa- 
tient’s family. The physician’s explanation to the 
family—which should be as reassuring as the actual 
situation permits—is of paramount importance, but 
published materials for the layman may help to un- 
derscore this explanation. As soon as circumstances 
permit—simultaneously, if possible—the same proc- 
ess of explanation is undertaken with the patient. 
It may seem superfluous to lay so much stress upon 
this aspect, but experience has shown otherwise. 
As Paul D. White says in his discussion of the fac- 
tors in prognosis: 

*[The patient] should have enough understand- 
ing of his heart disease and of the treatment, in- 
cluding even the minute details thereof, and enough 
confidence in his physician to follow his recom- 
mendations wholeheartedly. . . . It is essential for 
the physician to establish at the very beginning a 
good relationship and to take time to explain as 
fully as necessary what is wrong and what should 
be done, without going into tedious detail or re- 
counting all the bad complications that could de- 
velop. An hour spent thus may save weeks and 
months of miserable apprehension and unhappy 
rebellion. I cannot over-emphasize the value of this 
relatively simple measure that can so vitally affect 
both prognosis and treatment.” 

One may add: rehabilitation. 
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Dangers of Overprotection of Patients 


Naturally, in order to convey genuine reassurance 
to the patient and his family, the physician himself 
must have a positive attitude. Many tend to be 
overcautious in their prescription of activity per- 
mitted the patient. This anxiety is reflected, as 
Levine has pointed out, in his discussion of the 
“armchair” treatment of acute coronary thrombosis, 
in the tenacity with which the principle of strict 
bed rest is maintained: ‘There is a prevailing opin- 
ion that if a cardiac patient dies in bed all is for- 
given, but if he dies out of bed the physician in 
charge fears that he might be blamed for the fatal 
outcome.” 

This extreme cautiousness is often carried over to 
the advice given later. Many physicians find it more 
convenient to play it safe, to advocate drastic cur- 
tailment of activity or retirement when feasible—in 
short, a withdrawal from the currents of normal life. 
Although undue optimism is potentially as danger- 
ous as undue pessimism, it is hardly a practical 
threat at the present time. A more serious danger 
is presented by the cardiac patient who, unable for 
economic reasons to conform to his physician’s 
“play it safe” advice, disregards this “advice,” con- 
ceals his heart disease, obtains employment beyond 
his capacities and so defeats his opportunity of 
learning to live fully within its limits. 


Dr. Marsh McCall, Medical Chief of Beek D 
Hospital, lends an occasional assist to the New York 
Heart Association Work Classification Unit. He is shown 
watching the “Master two-step exercise test,” where 
the patient climbs the steps, turns around and goes 
down twenty times while “hooked up" to the electro- 
cardiograph. Immediately after the exercise, the patient 
lies down and receives an electr: diographic exami- 
nation. 
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In the case of children with rheumatic heart dis- 
ease, it is still too common to place excessive re- 
strictions on their activities. The result is that many 
with relatively mild heart damage are brought up in 
an atmosphere of anxiety and coddling which does 
them more permanent harm than the heart disease 
itself. Often the cardiac child lives so overprotected 
and sheltered a life that when he is chronologically 
an adult, he is inadequately prepared for adult re- 
sponsibility. 

Cardiacs who are not too severely disabled to re- 
turn to work and who do sowith a positive motivation 
are more likely to improve than deteriorate, provided 
their work is adjusted within the limits of their physical 
capacity. This has been shown in a study of 350 
patients seen by the Work Classification Clinic of 
the Cleveland Area Heart Society. Over a two-year 
period, 23.6 per cent of this group showed an im- 
provement in cardiac status, in contrast to a de- 
terioration of 11.7 per cent. This means that 64.7 
per cent remained unchanged and that a fotal of 
88.3 per cent either improved or remained the same. 
No doubt, as the original episode receded, improve- 
ment was to be expected, but the significance of 
these figures lies in their demonstration that return- 
ing to productive work not only did no harm to the 
vast majority, but indeed, in almost one quarter of 
the cases, was accompanied by health gains. This 
same general thesis has been borne out by Gold- 
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water, Bronstein and Kresky, who, in a comparative 
study of working and nonworking cardiac patients, 
found no evidence that “continued employment has 
an adverse effect on the course of heart disease.” 

Since the Cleveland patients were seen only upon 
referral from a physician (in 61 per cent of the cases, 
the source was the family doctor; in the remainder, 
a physician associated with industry, a social agency, 
hospital, or clinic), they were already receiving the 
benefits of a positive medical attitude toward re- 
habilitation. Even in this relatively favorable cli- 
mate, however, the Clinic found that “emotional 
factors, anxiety and tension states were probably 
the most important single feature in 45.3 per cent 
of the cases.” 

About one half of 631 patients studied by the 
Work Classification Unit of the Adult Cardiac 
Clinic, Third (New York University) Medical Divi- 
sion, Bellevue Hospital in New York, exhibited, as a 
prominent manifestation of their anxiety, “a re- 
luctance to accept the favorable and readiness to 
accept the unfavorable.” This was especially true of 
175 victims of faulty diagnosis who were found to 
have no heart disease at all, some of whom could 
not be convinced that no organic defect of the heart 
existed. Such patients are of course to be distin- 
guished from those suffering from anxiety as a com- 
plication of genuine heart disease. They also present 
rather different rehabilitation problems. Both types 
underscore, however, the importance of the emo- 
tional factors and the role of the physician’s attitude 
in setting the stage for rehabilitation. 


The Rehabilitation Process 


The physician’s role as a member of the rehabilita- 
tion team changes as the physically disabling factors 
abate and a return to gainful occupation becomes a 
possibility, as well as a matter of urgent economic 
necessity for most and a desideratum for a full and 
productive life. The first problem is still medical: 
the evaluation of the patient’s cardiac reserve as a 
basis for determining his work capacity. It is ob- 
viously preferable to do this (so far as existing 
procedures permit) in advance of the test which the 
occupation itself will impose. Furthermore, since 
many patients in the course of working find it pos- 
sible gradually to increase their level of activity, 
periodic evaluation is desirable. 

It is assumed that as a result of this evaluation, 
the physician will assign the patient to one of the 
functional and therapeutic classifications established 
by the Criteria Committee of the New York Heart 


Association which have served an extremely useful 
purpose in facilitating intra- and interprofessional 
communication (see Classification). Yet such assign- 
ment still depends in large measure on the physi- 
cian’s subjective interpretation of the patient’s his- 
tory and clinical findings, and like all subjective 
processes, is fraught with the possibility of error. 
The lack of simple objective procedures for meas- 
uring cardiac reserve is still a major handicap to 
rehabilitation efforts. Moreover, the classifications 
are not sufficiently specific as a basis for a work 
prescription in the individual case, nor do they 
allow for estimating the interrelated psychologic 
and environmental factors. 

Also, there are aspects on which the average pri- 
vate physician is usually not in a position to offer 
the cardiac patient much help. With the best will 
in the world, he would hardly have time or infor- 
mation necessary to work out a rearrangement of 
tasks in the factory, or to suggest new housekeeping 
procedures for the cardiac homemaker, or to show a 
farmer how to lighten his chores. 

To spell it out a bit more: the cardiac patient 
needs not only general information about his physi- 
cal capacities, but also specific information on how 
best to apply them efficiently for a truly constructive 
life. He needs concrete advice on such details as the 
amount of walking, lifting, stair climbing, he can 
safely do each day—not only on but also off the job, 
as, for example, in traveling back and forth, or at 
home after hours. Perhaps his former occupation is 
no longer suitable and he ought to get a lighter job. 
It will hardly prove satisfactory just to tell him so. 
His previous training and aptitudes will need to be 
viewed against the background of the existing labor 
market, as well as his cardiac situation. Physicians 
cannot (and should not) be expected to be experts 
in these complex nonmedical areas, but they should 
be and often are concerned with how their patients 
eventually resolve such problems. It is in these areas 
that the rehabilitation team proves its worth. 

Thus, the social worker studies the cardiac in 
terms of the impact his illness has had on his ad- 
justment to his family and society, including the 
effect of his social situation on these relationships, 
and helps both patient and family to make a satis- 
factory adjustment. 

The vocational counselor explores the patient's 
skills and backgrounds for an evaluation of his 
future occupational course, acts as an intermediary 
with the employer in rearranging a worker’s tasks, 
or works out a retraining schedule or a stay in a 

sheltered workshop to enable the cardiac to regain 
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or increase his tolerance under less competitive 
conditions. 

The psychiatrist may be needed to interpret basic 
emotional problems which the illness has brought 
to the fore. 

Recreational workers play a part in showing cardiac 
patients how to lead a richer and fuller life. 

Moreover, a co-ordinated effort by all members of 
the team—including, of course, the physician with 
his continuing responsibility in the patient’s future 
course—is the best means of ensuring that com- 
munity resources will be mobilized to help the 
cardiac on all fronts. 

Community resources vary greatly frum place to 
place, but in general they include: government, 
public, and civic agencies such as the Division of 
Vocational Rehabilitation, State Employment Serv- 
ice, Veterans Administration, Public Health Serv- 
ices; sheltered workshops; health, welfare, or family 
casework agencies, both public and voluntary; 
counseling and guidance services; hospital outpa- 
tient facilities; and many others. State extension 
services and county agents assist farmers needing 
practical guidance in lightening their work load. 
Courses in simplified housekeeping techniques are 
available to cardiac housewives in many communi- 
ties, often sponsored by a local Heart Association 
chapter. 

In smaller communities, the physician may be 
familiar with the resources available and find it 
possible to make appropriate referrals directly. In 
large cities, he will probably find it easier to call on 
the local Heart Association chapter. Functioning 
as a co-ordinating body, Heart Association chap- 
ters work with other community groups to advance 
cardiac rehabilitation programs on many levels. For 
the physician, they provide a channel through which 
the individual cardiac may be directed to the par- 
ticular agencies which offer the services he needs. 


The Work Classification Unit 


Selective placement is the key to successful re- 
habilitation of the individual cardiac. This means 
his placement in a job the energy requirements of 
which lie within the bounds of his cardiac reserve. 
The work classification units which Heart Associa- 
tions have established in many areas use the team 
approach to introduce more precision into place- 
ment procedures. Their function. is to estimate the 
work capacity of the cardiac in the light of his total 
potentialities, as determined by his physical capa- 
cities, emotional balance, and environmental situa- 
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Classification of Patients 


Functional Capacity 

Class | Patients with cardiac disease but without re- 
sulting limitation of physical activity. Or- 
dinary physical activity does not cause undue 
fatigue, palpitation, dyspnea or anginal pain. 

Class Il Patients with cardiac disease resulting in 
slight limitation of physical activity. They 
are comfortable at rest. Ordinary physical 
activity results in fatigue, palpitation, dyspnea 
or anginal pain. 

Class Ill Patients with cardiac disease resulting in 
marked limitation of physical activity. They 
are comfortable at rest. Less than ordinary 
activity causes fatigue, palpitation, dyspnea 
or anginal pain. 

Class IV Patients with cardiac disease resulting in 
inability to carry on any physical activity 
without discomfort. Symptoms of cardiac in- 
sufficiency or of the anginal syndrome are 
present even at rest. If any physical activity is 
undertaken discomfort is increased. 


Therapeutic Classification 

Class A. Patients with a cardiac disease whose ordinary 
physical activity need not be restricted. 

Class B. Patients with cardiac disease whose ordinary 
physical activity need not be restricted, but 
who should be advised against severe or 
competitive physical efforts. 

Class C. Patients with cardiac disease whose ordinary 
physical activity should be moderately re- 
stricted, and whose more strenuous efforts 
should be discontinued. 

Class D. Patients with cardiac disease whose ordinary 
physical activity should be markedly restricted. 

Class E. Patients with cardiac disease who should be at 
complete rest, confined to bed or chair. 


No Heart Disease: Predisposing Etiological Factor 
These are patients in whom no cardiac disease is dis- 
covered but whose course should be followed by peri- 
odic examinations because of the presence or history of 
an etiological factor that might cause heart disease. 
These cases should be recorded as No Heart Disease: 
Predisposing Etiological Factor and it is essential that 
the etiological diagnosis also be stated. 


Undiagnosed Manifestation 

Patients with symptoms or signs referable to the heart 
but in whom a diagnosis of cardiac disease is uncertain 
should be classified tentatively as Undiagnosed Mani- 
festation. 

Re-examination after a suitable interval will usually 
help to establish a definite diagnosis. When there is 
a reasonable probability that the signs or symptoms 
are not of cardiac origin, the title Undiagnosed Mani- 
festation should not be used. The diagnosis then should 
be No Heart Disease. 


Revised, 1953 by the Criteria Comnittee of the New York Heart 
Assoc'ation. Adopted and distributed by the American Heart As- 
sociation. 
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tion. Their goal is to match this capacity with the 
demands of a particular occupation or calling and 
to assist in improving his capacities by resolving as 
many of his physical, emotional, and environmental 
problems as possible. 

Usually a work classification unit is staffed by a 
cardiologist, social worker, and vocational counse- 
lor, and may include a psychologist or psychiatrist 
as well as technical aides. Here is an account of 
how the Cleveland unit previously mentioned oper- 
ates: 

**At the clinic the patient is met on arrival by the 
medical social worker, who explores his background, 
giving particular attention to emotional factors 
which may be reflected in his reaction to his job. 
His work experience is studied by the vocational 
counselor. Known or unexplored skills which might 
be of benefit to us in our final recommendation are 
carefully noted. At the completion of these inter- 
views, the medical history is taken in a thorough 
manner, and a physical examination is carried out. 
The routine laboratory work includes a urinalysis, 
serologic tests, a blood count, cardiac fluoroscopy, 
an electrocardiographic study of the patient at rest 
and, when indicated, after exercise. 

“The last hour of each period is devoted to a 
round table discussion in which reports are heard 
from the members of the staff. . . . The medical 
aspects of the case are reviewed, and the patient is 
classified according to the standards of the American 


Heart Association. The job is then reviewed not - 


only from the point of view of its physical demands 
but also out of consideration for the safety of the 
worker, his fellow employees and the general public. 
The final recommendation, transmitted through the 
referring physician, might consist simply of confir- 
mation that the individual can undertake the posi- 
tion planned for him or that he can continue with 
his present work; vocational testing and retraining 
might be in order, or observation in the sheltered 
workshop. Occasionally the disease is so far ad- 
vanced that we can recommend only diversional 
occupational therapy.” 

It might be added that treatment is never pre- 
scribed, and the medical examination is done pri- 
marily for evaluative, and only incidentally for 
diagnostic, purposes, since the referring physician 
has already made the diagnosis. Occasionally a mis- 
diagnosis is discovered, but it is invariably handled 
in a manner which avoids any embarrassment. 


Selectively placed cardiacs have made an exce'- 
lent showing in industry, matching or bettering th, 
performance records of their “normal” co-workers. 
This has been amply demonstrated at such majo, 
companies as Eastman Kodak Co., Pratt & Whitney 
Aircraft Co., New York Telephone Co., and others. 
Such positive experiences help break down the 
prejudices against hiring of cardiacs which are, un- 
fortunately, still all too widespread. By utilizing the 
facilities of a work classification unit, therefore, the 
physician not only advances his patient’s immediate 
interests, but helps in the process of creating a more 
sympathetic attitude among management toward the 
cardiac as an employee. 

A related aspect of this subject which sometimes 
involves the private physician concerns workmen’s 
compensation cases in which it is claimed that a 
cardiac episode arose out of and in the course of 
work. The manner in which such cases are handled 
can be an important factor in determining employ- 
ers’ cardiac hiring policies. Despite assurances from 
well-informed insurance companies that hiring of 
cardiacs will not raise workmen’s compensation 
premium rates, the fear of expensive claims is cur- 
rently a serious deterrent to employment. If car- 
diacs generally are to find acceptance in industry, it 
is necessary to be scrupulous in separating the un- 
just from the just claims. 

Some physicians, unfortunately, still take a nar- 
row rather than a broad view of this problem. They 
may file supporting testimony in cases where there 
is no evidence of a causal relationship between the 
condition and the job. This is a situation to which 
the medical profession must give its attention, be- 
cause of the harmful effect on the entire program 
for cardiac rehabilitation. 

In the long run, it is the family physician who 
sees the patient through “‘from the bed to the job.” 
Without his participation, the team approach, with 
its benefits for the individual cardiac, cannot come 
into play. Since his role precedes and supersedes 
all others, the family physician is in fact the natural 
“captain” of the team. By accepting this responsi- 
bility, he is satisfied that the best available methods 
have been used to restore his patient’s full poten- 
tial as a human and a social being. 


The opinions expressed in this article are not necessarily 
the official views of the American Heart Association. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Department of Surgery, University of Michigan, Ann Arbor 


BY FREDERICK A. COLLER, M.D. AND ELMER B. MILLER, M.D. 


An insistence on cholecystectomy for every patient with acute cholecystitis may result in injuries to the common 


duct. This is a tragedy. Study each patient carefully as an individual. Many will recover from the acute attack without 
operation. If operation becomes necessary, be guided by the local findings. Do enough to overcome the acute 
difficulties; cure if you can; but remember that the gallbladder can be removed later if necessary, 


usually under more favorable circumstances. 


Acute inflammation of the gallbladder occurs fre- 
quently because it is usually a complication of gall- 
stones, a very common affliction of mankind. 

The care of a person suffering from acute chole- 
cystitis must be as flexible as the manifestations of 
this disease are variable. Generalizations concerning 
diagnosis and treatment are unsound in any disease 
of obscure etiology. The following discussion pre- 
sents briefly what is known of the origins and the 
manifestations of this disease and suggests correla- 
tion of these facts to its treatment. 


Pathogenesis 


For many years the clinical picture has been 
known, but even now we do not know the mechanism 
of the formation of gallstones. The investigations 
and conclusions of Womack concerning the train of 
events that lead to acute cholecystitis are helpful 
and practical. He states some of the factors neces- 


sary for the production of this disease in animals to 
be the following: 


1. Obstruction of the cystic duct. 


2. Concentration of bile salts in the gallbladder. 

3. Superimposed infection in the case of empy- 

ema of the gallbladder. 

These observations have been confirmed and 
seem applicable in large part, to the disease in 
humans. In Figure 1 are shown some common 
pathologic findings and also an incision for surgical 
approach to the region. The figure illustrates the 
common mechanisms of obstruction of the gallblad- 
der outlet by gallstones in the ampulla of the gall- 
bladder or in the cystic duct. Under these conditions 
secretion from the mucosa of the gallbladder may 
continue for a time with a resultant increase in 
tension in that organ. 

Other observations by Eastwood and Womack, 
Bonnet, and others seem to demonstrate the pres- 
ence of a supplementary factor associated with a 
function of the sympathetic nervous system in 
acute cholecystitis. They conclude that local irrita- 
tion of the gallbladder stimulates hyperactivity of 
the sympathetic nerves to the organ resulting in 
spasm of the smooth muscle and blood vessels, 
which in turn increases the local disturbance and 
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initiates the cycle leading to acute cholecystitis. A 
practical therapeutic application of this will be 
mentioned later. 


Clinical Manifestations 


This disease usually manifests classical textbook 
symptoms and is usually recognized with ease. Evety 
reader can enlarge the clinical picture on the basis 
of atypical cases within his own experience. Our 
observations follow the order in which the patient is 
evaluated. 

History. Usually there is a sudden onset of epi- 
gastric pain which may radiate directly through to 
the back between the shoulder blades. There is 
frequently radiation along the right costal margin 
and sometimes to the same area on the left. Radia- 
tion of the pain downward is not common ; however, 
cases have been seen with right lower quadrant 


pain, and one patient is recalled who was admitted - 


with the sole complaint of pain in the lower left 
quadrant. A surgeon of wide experience has stated 
that radiation of pain into the lower quadrants in the 
case of cholecystitis should make one. suspect the 
presence of empyema of the gallbladder on the basis 
of this bit of history alone. The exact explanation of 
this downward radiation is not known, but it is 
known that it is not necessarily associated with 


Figure 1. Common mechanisms of obstruction of the gallbladder 
outlet showing calculi in the ampulla and/or in the cystic duct. 
(inset) The right subcostal incision for approach to the gallbladder. 


peritonitis beyond the area in or adjacent to the 
gallbladder. Upward radiation of pain is occasionally 
seen which may mimic angina pectoris: this requires 
an electrocardiogram and other studies to rule out 
cardiac origin of the pain. 

The pain is usually intermittently colicky and 
severe. The patient may or may not vomit, and if so, 
there is little of diagnostic significance unless blood 
is present, when the differential diagnosis must be 
widened. Chills are generally thought to be infre- 
quent; however Fallis and McClure reported chills 
in 20 per cent of their patients with acute chole- 
cystitis. Jaundice, if present, should suggest exten- 
sion of the disease beyond the gallbladder itself. The 
complication of jaundice may be due to: (1) hep- 
atitis ascending from the diseased gallbladder 
(Graham) ; (2) extension of the inflammatory process 
to the common duct or to the tissues around it, thus 
causing obstruction; (3) great enlargement of the 
sentinel lymph node near the gallbladder pedicle, 
causing choledochal obstruction; (4) choledocho- 
lithiasis. The presence of jaundice should always 
lead the surgeon to plan exploration of the bile 
ducts if operation is carried out. 

Close attention to past history will frequently 
elicit a story of digestive disturbances, significant 
of chronic gallbladder disease. However, many pa- 
tients experiencing severe pain have no recollection 
of suffering relatively minor digestive difficulties in 
the past. 

Physical Findings. The cardinal feature of exami- 
nation is tenderness in the right upper quadrant of 
the abdomen. It is our experience that the diagnosis 
cannot be made without its presence. It was found 
to be present in the case noted above who com- 
plained only of left lower quadrant pain and has 
been a uniform finding. Spasm of the right rectus 
muscle and moderate abdominal distention occur 
frequently. A mass can be palpated in the right up- 
per quadrant in about 20 per cent of the cases. 

Jaundice has been discussed. A single observa- 
tion of the temperature and pulse is not a good indi- 
cation of the severity of the disease. The former may 
be normal and rarely goes above 101° or 102°. The 
pulse is proportional to the degree of fever. A rising 
temperature and pulse indicate impending perfora- 
tion; however, these signs may not occur until 
peritonitis appears. The best sign to follow that will 
indicate the progress of the disease toward possible 
rupture is the increase of the local tenderness noted 
at frequent examinations. 

Laboratory. A single white blood cell count is of 
little help in gauging the severity of the process in- 
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volving the gallbladder. However, a count of over 

20,000 cells per cubic millimeter probably indicates 
necrosis of the wall with spread of disease and im- 
pending rupture. The usual case presents a white 
blood count of about 10,000 cells per cubic milli- 
meter. A good index of progressive disease is a count 
which increases as counts are repeated every two 
hours, and is a signal for thought and perhaps for 
action. The undue reliance placed on blood studies 
may lead to error, in that occasionally in the pres- 
ence of disease of great severity the white blood cell 
count will be normal and remain so until after 
rupture of the gallbladder. 

The reason for the unreliability of the tempera- 
ture, pulse, and blood count is intrinsic in the 
nature of the disease in an organ such as the gall- 
bladder. Associated with inflammation, there occurs 
pressure occlusion and spasm of blood vessels re- 
sulting in decreased flow of blood into and out of the 
organ, thus preventing a true reflection of the 
severity of the local conditions to the body in 
general. 

X-ray. The roentgenologist may be of great help. 
In a dubious case the studies to be made which have 
proven of most aid are the flat plate or scout film of 
the abdomen, an upright abdominal film, and the 
chest x-ray. The Graham-Cole test is not justified in 
an acutely ill patient, since the administration of the 
dye will seldom demonstrate more than nonvisuali- 
zation of the gallbladder unless calcium stones are 
present. At any rate, if the test is to be employed, 
the decision concerning therapy must already have 
been made. 

In short, the problem is one of hydrodynamics. 
The cystic duct is occluded. The gallbladder con- 
tinues to secrete mucus. The pressure in the gall- 
bladder rises, causing pain due to tension. The ris- 
ing pressure interferes with the circulation in the 
wall of the gallbladder, first of the capillaries, next 
of the veins, and lastly of the arterial flow, and may 
result in necrosis of the wall of the gallbladder. With 
circulatory stasis, infection may finally occur or 
with perforation of the viscus, peritonitis will super- 
vene. On the other hand the process of decompres- 
sion through the cystic duct may happen and repair 
be effected and the attack may subside. 


Differential Diagnosis 


Myocardial infarction can usually be recognized 
by severe constricting or weighing pain in the pre- 
cordium, beneath the sternum, or in the upper 
epigastrium. There may be radiation of the pain to 
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the arms. The patient is usually pale or ashen. Shock 
and collapse are common. The pulse rate generally 
is over 100 and is often weak and thready. An elec- 
trocardiogram often presents conclusive final evi- 
dence of myocardial disease. 

Acute cholecystitis may occasionally, by second- 
ary effects, such as blood pressure changes and pos- 
sible vagal nerve reflexes, cause minor electrocar- 
diographic variations from normal. These changes, 
which affect the T wave, are believed significant of 
underlying moderate or mild heart disease and can 
be recognized as due to the above secondary factors, 
and with proper consideration should never lead to 
a diagnosis of coronary thrombosis. Certainly there 
is no evidence that the electrocardiogram reflects 
abnormal conditions in the gallbladder. 

Perforation of a peptic ulcer should not be too con- 
fusing, and the sole danger would be a delay in 
treating a patient with perforation believing the case 
to be one of acute cholecystitis. A remembrance of 
Lord Moynihan’s description must certainly stimu- 
late one to thought and then to action. His words 
follow: 

‘Perforation of an ulcer in the stomach or duo- 
denum is almost invariably preceded by the history 
of a chronic ulcer; and that some exacerbation of 
symptoms may have been observed in a few preced- 
ing days. When perforation occurs the patient 
reaches the degree of agony which attains the limit 
of human power to endure; his face is sweating, he 
pants and groans on expiration as he tries to speak. 
His abdomen is inflexibly and unalterably rigid and 
pulse normal.” 

Acute pancreatitis is at times indistinguishable 
from acute cholecystitis, and they may coexist, but 
if pancreatitis is present alone, operation is of no 
benefit and may do harm. The best means of identi- 
fying acute pancreatitis is the serum amylase test on 
the blood or peritoneal fluid, which if above 300 
Somogyi units has been stated by Doubilet and 
Mulholland to be proof of the presence of the dis- 
ease. This test is most frequently positive in the 
early hours of the disease. Preparation and treat- 
ment of the patient with acute gallbladder disease 
for operation coincides largely with the manage- 
ment of pancreatitis. 

Therefore, during this period of observation and 
treatment, repeated examination of the patient will 
lead to the differentiation between them. 

The symptoms and the nature and localization of 
pain and tenderness in appendicitis will usually dis- 
tinguish it from cholecystitis. At any rate, operation 
early in the course of either disease is good treat- 
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Figure 2. Technique of aspiration of the gallbladder. 


ment. If at the time a normal appendix is found, 
exploration of the gallbladder, pancreas, and other 
abdominal organs should be carried out, at which 
time appropriate action can be taken. 

Other conditions which are considered in the com- 
plete evaluation of the patient and his troubles are 
diverticulitis of the colon, renal colic, pneumonia, 
tabetic crises, pleurisy, carcinoma, intestinal ob- 
struction, and diabetic acidosis. Rarely acute gas- 
troenteritis, hepatitis, infectious mononucleosis. 
amebiasis, and other infectious diseases must be 
included in the physician’s evaluation of the diag- 
nostic problem that is presented. 


Treatment 


When one first sees an acutely ill patient whose 
source of trouble may be the gallbladder, the history 
and physical examination are carried out, after 
which other appropriate diagnostic measures should 
follow. If the patient is vomiting, it is usually wise to 
pass a tube for upper gastrointestinal tract decom- 
pression, allowing the distal end, if it will, to go as 
far as the second portion of the duodenum. Con- 
stant suction is applied. This will not only be of 
therapeutic benefit to the patient but will prevent 
aspiration of vomitus and also permit a study of the 
aspirated material that may be of diagnostic value. 

Medication for pain must often be given and we 
feel that atropine, 0.6 mg., with either morphine, 15 
mg., or 100 mg. of Demerol are the best drugs avail- 


able. The atropine should then be repeated at reg- 
ular intervals, with addition of the sedatives as 
needed. 

Recently Eastwood and Womack, Bonnet, and 
Howard, Milford, and DeBakey have employed 
thoracic paravertebral sympathetic procaine block 
for relief of pain and positive therapy, extending 
from about thoracic level 6 to 12, hence causing 
temporary chemical section of the splanchnic nerves 
for what may result in dramatic relief of pain from 
either acute cholecystitis or pancreatitis. For pain 
caused by disease of the gallbladder, a block on the 
right side only will usually afford relief, although 
sometimes both sides must be blocked. In pan- 
creatitis usually both sides must be blocked, but one 
must remember that this may result in further hypo- 
tension, which already exists due to the primary dis- 
ease. The technique is simple, being accurately de- 
scribed by Eastwood and Womack. In our experi- 
ence, this method not only relieves pain but also 
breaks the cycle of the disease and results, in some 
instances, in its resolution to a quiescent state. On 
many occasions lumbar sympathetic block for renal 
colic has been employed and has caused the in- 
stantaneous relief of pain and the passage of the 
blocking stone or crystals from the ureter or ureters. 

Pain having been relieved and the decompression 
of the gastrointestinal tract established, treatment 
for complications and co-existing conditions must be 
started. Dehydration and its associated electrolyte 
deficits must be corrected; digitalization for heart 
failure, if present, must be initiated ; and appropriate 
treatment for acidosis and diabetes, replacement of 
lost vitamin stores, correction of hypoprothrom- 
binemia, and attention to any other physiologic ab- 
normality that may be present. 

Emergency operation ts not employed—it is felt that 
a minimum of twelve hours and usually twenty-four 
to forty-eight hours should follow the patient’s ad- 
mission to the hospital. During this time, corrective 
and supportive therapy and confirmation of the 
diagnosis is carried out. Our own studies lead us to 
insist upon the importance of this period of observa- 
tion and therapy. Many patients will improve to a 
point where one will expect that they may return to 
a comparatively normal state; the progress of others 
may indicate that operation will be obligatory. 
Mustard and Custer have confirmed the value of this 
period of observation and supportive therapy. They 
observed 211 patients with acute cholecystitis and 
were able to carry through the acute phase to opera- 
tion in quiescent interval in 172 patients. 

If the patient improves and is restored to a com- 
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parative normal, he should be advised to have a 
cholecystectomy at an appropriate time, preferably 


after the lapse of two months. This is true preventive 


surgery. 


Operative Treatment 


If after such a period of observation and treat- 
ment, evidence of acute inflammation has continued 
as a general reaction and as a localized inflammation 
in the right upper quadrant, one must advise opera- 
tive treatment. This means that the disease is pro- 
gressive, complications have occurred, such as per- 
foration of the gallbladder, and localized or general- 
ized peritonitis must be present. Operations carried 
out between the fourth and the eighth day of the 
disease carry a high mortality, and conservative 
management during this period should be urged 
except for clear-cut and urgent indications for 
operative intervention. 

If operation is indicated and is carried out, a 
transverse incision of some sort is preferred. After 
the gallbladder is exposed, its removal is the method 
of choice. This cures the disease and avoids further 
difficulties. But this operation of choice, that is well 
illustrated in all textbooks on surgery, should be 
carried out only if the anatomic features are recog- 
nizable and if the patient’s condition will permit it. 

In the absence of jaundice, but with distortion of 


Figure 3. Opened gallbladder with calculus being removed. 
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Figure 4. Incision of gallbladder from fundus to the cystic duct. 


the anatomic landmarks by inflammation and its 
attendant edema which renders impossible the 
positive identification of anatomic structures, some 
operation short of removal of the ene must be 
considered. 

An alternative to Miiindiinny is the proce- 
dure described by Estes and more recently by 
Smyth. This may be carried out on patients in fairly 
good condition in whom the disease has obscured 
the anatomic features of the pedicle. The operation 
consists of the following steps: 

Preferably the transverse incision is used. Do not 
worry about the transected rectus muscle; carry the 
incision from a point midway between the ensiform 
cartilage and the umbilicus to a point below the 
costal curve. Cut the rectus and split the three flat 
muscles in the direction of their fibers. The gall- 
bladder is walled off by appropriate packs. 

If it is tense, aspiration is carried out as shown in 
Figure 2. A culture of the aspirated contents should 
be made. If because of the obscuration of anatomic 
features, cholecystectomy is unwise, the gallbladder 
is opened as in Figure 3 and all enclosed stones are 
removed. Usually one or more stones are found 
impacted in the cystic duct. The gallbladder is now 
lifted and split from fundus to cystic duct as shown 
in Figure 4. All portions of the gallbladder are re- 
moved except the cystic pedicle and that portion of 

the gallbladder attached to the liver as illustrated in 
Figure 5. It is wise, if possible, to remove the mucosa 
from the remnant by dissection, or destroy it by 
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in its acuity and that a focus of necrosis and infec- 
tion is present, one must remember that chole- 
cystostomy through a short transverse incision is the 
least traumatic and most effective temporary opera- 
tive therapy that can be carried out. 

A short transverse incision is made. The gallblad- 
der is exposed. Aspiration is carried out as shown in 
Figure 2. After palpation and culture of the bile ob- 
tained, the gallbladder is opened as shown in Figure 
3 and the stones removed with scoop and forceps. 
Under these circumstances of urgency and stress, a 
bell-tipped catheter is inserted in the fundus of the 
gallbladder as shown in Figure 7. A purse string 
suture of absorbable material is placed as shown. 
The gallbladder is fixed to the anterior peritoneum 
near the incision, as shown in Figure 8, and a drain 
placed to the suprarenal pouch. The abdominal wall 
is closed loosely around these drains. This is the 
least traumatic operative procedure that can be car- 
ried out in patients with acute cholecystitis, who 


‘ 


Figure 5. Excision of all Ulbladder ce 
except that el aie Pa have demonstrated need of this because of a com- 
and the cystic pedicle (after Estes). plicated stage of the disease. 


If the patient is jaundiced during the acute attack 
that has been discussed, it adds to the difficulty of 
diagnosis and to the treatment. Jaundice may be 
obstructive in type and caused by the presence of 
stones in the common duct; by pressure from out- 
side the duct, that is by the enlarged gallbladder 
and enlarged lymph nodes; or by infection in the 
ducts and liver. 

If jaundice is present, and if operation is carried 
out, a most careful scrutiny of the ducts is indicated. 
Stones may be or may not be found. In 80 per cent 


Figure 7. Insertion of bell-tipped catheter into fundus 
of the gallbladder with purse string suture placed. 


Figure 6. Destruction of gallbladder mucosa by fulguration. 


fulguration as shown in Figure 6. Drains are always 
placed. Hemostasis is secured by suture or by liga- 
ture. This operation is not sufficient if jaundice is 
present, and it is not urged if the patient is too ill to 
tolerate these manipulations. 

If the patient is in a precarious condition, and if 
after supportive treatment and careful observation, 
it seems evident that the local process is continuing 


GP « Volume IX, Number 2 


: 

a aa — 

Ss 4 

We. 

54 


of these patients there is no demonstrable obstruct- 
ing lesion. In any case, drainage of the duct system 
is indicated for therapy and for later diagnosis. Such 
drainage is best obtained by a “*T” tube placed in 
the common duct. However, if the duct is the site of 
severe acute inflammation, cholecystostomy, being 
certain to remove all stones from the gallbladder and 
cystic duct, is a good alternative. The latter pro- 
cedure will often make possible a cholangiogram at a 
later date. This has been mentioned by us pre- 
viously. 


Summary 


Acute cholecystitis is a dreadfully painful and a 
very disabling disease that requires the most careful 
study for its diagnosis and for the evaluation of the 
ill patient. It may be associated with acute pan- 
creatitis, which in turn makes for further difficulties 
in diagnosis and for a much more serious prognosis. 
With appropriate nonoperative therapy, the diag- 
nosis will be clarified and many patients will re- 
cover. All of them should have their gallbladders re- 
moved in the near future. 

If conservative therapy fails and if the acuity of 
the disease progresses, operation may become im- 
perative. Under these circumstances the type of 
operation carried out should not follow a formula 
but should be based on the condition of the patient 
and on the local findings at the time of operation. 
Cholecystectomy is the ideal treatment if the disease 


Figure 8. Method of fixation of gall- 
bladder to the anterior peritoneum. 


has not obscured the anatomic features of the 
cholecysto-hepatic pedicle. If the anatomic struc- 
tures cannot be clearly identified, it is better to 
resort to an obliteration of the gallbladder as de- 
scribed by Estes and illustrated here; or to drain the 
gallbladder as just described. If jaundice is present, 
exploration of the ducts is indicated, if the condition 
of the patient will tolerate this procedure. After the 
acute phase of the disease has passed, definitive 
therapy can be urged, that is, removal of the gall- 
bladder and exploration of the ducts as indicated. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


HEMAGGLUTINATION 
TEST 
FOR 


TUBERCULOSIS 


Howarp and his associates performed the Middlebrook-Dubos 
hemagglutination test for the diagnosis of tuberculosis on serum 
samples from 172 patients with active tuberculosis, 257 patients 
with various nontuberculous diseases, fifty-four apparently 
healthy obstetric and post-partum cases, and eighty apparently 
healthy individuals. The authors found that the hemagglutin- 
ation test was neither sufficiently specific nor sufficiently sensi- 
tive to warrant its use as a routine diagnostic tool. 

A definite cross reaction occurred when the hemagglutination 
test was used on serum samples from nontuberculous women in 
late pregnancy. The cross reaction was transient, and a decrease 
in the percentage of positive reactors followed parturition. 
Increases in serum hemagglutinins occurred in apparently 
healthy individuals two to five months after the appearance of 
sensitivity to tuberculin. (Dis. of Chest, 24:226, 1953.) 
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X-ray films depicting great increase in density of all bones in a case of osteopetrosis. Note that 


changes in the skull are restricted to the base. There is a fracture of the eleventh rib on the right side. 


Osteopetrosis ( “Marble Bone Disease” ) 


Tuis condition is also known as Albers-Schénberg disease. The cause is 
unknown, but the disease is considered to be familial and it is often asso- 
ciated with consanguinity. Osteopetrosis is frequently discovered during 
childhood. 

The diagnosis can readily be made by roentgenograms of the bones. 
There is widespread involvement throughout the osseous system, with a 
marked increase in the density of the bones. The density is so homo- 
geneous that there is no strict differentiation between compact and 
cancellous bone. Although the general contour of the bones is maintained, 
there is often clubbing of the ends of the long and short bones. 

Another roentgenographic feature consists of transverse and longitudinal 
bands of varying degrees of density. The transverse striations are more 
frequently seen and traverse the metaphysis parallel to the epiphyseal line. 
Less commonly, Jongitudinal lines are found, and they usually are seen 
in the bone shaft parallel to the periosteum. At times both types of bands 
are located in the same bone. Pathologic fractures are often observed. 

A refractory anemia associated with thrombocytopenia and leukopenia 
may be present, caused by bony encroachment on the bone marrow in the 
medullary cavity. The base of the skull is frequently involved, and the 
foramens of exit of the cranial nerves may be narrowed. This produces 
pressure on the cranial nerves causing such manifestations as deafness, 
optic atrophy, facial palsy, and speech defects. Weakness, headache, 
hydrocephalus, mental and physical retardation, poor dentition, spleno- 
megaly, hepatomegaly, and lymphadenopathy are not unusual. 
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Lupus Erythematosus 


BY PAUL A. O'LEARY, M.D. 
Section of Dermatology, Mayo Clinic, Rochester, Minnesota 


In a patient who complains of joint pains and fatigue, and who has a leukopenia, a fever, and no skin lesions, 
systemic lupus erythematosus should be seriously considered. This syndrome may be present for many years with 
frequent remissions and relapses. Demonstration of the L. E. cell has increased our concept of the scope of the disease, 
and the use of cortisone or corticotropin has prolonged the life of some patients. In the discoid (localized) type of 
lupus, treatment with quinacrine hydrochloride results in control of the skin lesions in about two-thirds of the cases. 
In those cases in which the type of disease seems to be between the acute systemic and the discoid forms, 
prolonged periods of rest in bed seem to be the most effective treatment. 


THE known facts about lupus erythematosus have 
been increased materially during recent years, in 
spite of our lack of knowledge of the cause of the 
disease. There is no evidence that the disease is 
more prevalent now than formerly, although it is 
now recognized more often as the result of newer 
diagnostic procedures. 

Lupus erythematosus is not a new disease; the 
chronic discoid type was described by Biett, in 
1828, and that form which we now call systemic 
lupus erythematosus was described by Kaposi in 
1872. The term “systemic lupus erythematosus” 
is preferred to the term “‘acute disseminate lupus 
erythematosus” because it signifies that the dis- 
ease is systemic and not just dermatologic. The 
term “lupus” as it is applied to the syndrome is 
misleading and is a carry-over from the old Euro- 
pean school, which felt that lupus erythematosus 
was a manifestation of tuberculosis. In fact, there 
are still some advocates of this concept, especially 


in Europe, although studies have failed in this 
country to demonstrate any causal relationship be- 
tween lupus erythematosus and the tubercle bacillus. 
My discussion will deal with the newer diagnostic 
and therapeutic procedures and some of the more 
recently publicized pathologic concepts. 


Classification 


Lupus erythematosus appears in one of two 
forms: either as a localized process, limited mainly 
to the face, or as a systemic disease with varied 
skin and visceral manifestations. The localized or 
discoid type is the most frequently seen. Occa- 
sionally, the skin lesions in this type become ex- 
tensive and may involve the upper part of the 
chest, the arms, and the legs without, however, 
evidence of systemic disease. Likewise, the systemic 
type may vary from a severe fulminating fatal dis- 
ease to one with mild symptoms, characterized by 
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Figure 1. Classic discoid patch showing 
induration, plugging, scaling, atro- 
phy, and new blood-vessel formation. 


remissions and exacerbations which persist for 
many years. The clinical picture is thus variable 
and often confusing. Michelson has subdivided the 
disease as follows: acute, localized; chronic dis- 
coid; chronic disseminate; subacute disseminate; 
acute systemic and septic; and protracted systemic 


types. 
Brief Clinical Description 


Chronic discoid lupus erythematosus is a chronic 
disease that may last for many years and in most 
patients is limited to the face. It consists of weil- 
defined patches or plaques which vary in size and 
are characterized by scales, with atrophy, telangiec- 
tasia or new blood-vessel formation, and epithelial 
plugging (Figure 1). The classic butterfly distribu- 
tion, involving the bridge of the nose and cheeks, 
is by no means always present, as it is just as com- 
mon to see involvement of the lips, ears, and scalp 
as it is to find lesions on the nose. The atrophic 
scarring is a significant morphologic feature. Itching 
in the discoid type is a frequent complaint, and in 
fact when present it may be considered a sign of 
activity of the process. 

In those with discoid lupus in which the skin 
lesions become extensive and involve the arms, 
upper part of the chest, and the legs, without 
signs of systemic involvement, the same morpho- 
logic features are present as are noted in the lo- 
calized discoid type. There are certain patients 
who present disseminated lesions on the arms and 
chest in whom it is difficult or impossible to de- 
termine at the first examination whether they have 
the disease in the systemic or localized form (Fig- 
ure 2). Observation and laboratory aids may help 
in this differentiation. 


Clinical Features 


The clinical picture of systemic lupus erythe- 
matosus varies greatly according to the degree of 
involvement. In the milder type of cases the term 
**subacute” is sometimes used, while in the severe, 
usually fatal forms, the term “acute” is employed. 
In both types, the patient, usually a young woman, 
reports that the disease started with symptoms of 
fatigue, weakness, arthralgia, and perhaps occa- 
sional periods of fever, sometimes accompanied by 
an erythematous blush over the face and “V” of 
the neck. These periods of illness may have been 
present for as long as ten years or more and have 
resulted in a state of chronic invalidism. In the 


Figure 2. Chronic disseminate lupus erythematosus. 
Laboratory data were all normal. The cutaneous 
lesions disappeared following a period of rest in bed. 


subacute types this state of invalidism may be 
mild, and has been misinterpreted as chronic 
nervous exhaustion. 

The degree of skin involvement in all forms of 
lupus erythematosus is variable and is not an index 
of the severity or toxicity of the systemic disease. 
In some of the severely ill patients the eruption 
consists of pronounced edema and erythema with 
ecchymosis and superficial ulcerations of the face, 
while in others equally sick, the eruption consists 
of only a slight blush of the middle of the face, or 
no skin lesions will be noted. In between these two 
extremes there may be found a great variety of 
cutaneous pictures. 
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In the systemic forms of the disease, the involve- 

ment of the fingers is rather classic, in that the 
erythema and telangiectasia about the knuckles 
and nail beds, as well as the erythema and edema 
of the finger tips and the palms of the hands, are 
of diagnostic importance (Figure 3). Similar lesions 
may be noted on the toes. It is significant, too, 
that systemic lupus erythematosus usually starts 
with arthralgias or joint pains of a vague, indefinite 
type, in which x-ray studies show no bony changes. 
These episodes of arthralgia may recur at irregular 
intervals, occasionally limited to the spring of the 
year, and although they may be self-limited, the 
patient, even when in remission, never completely 
recovers her sense of well-being. 

The involvement of the musculature, the mucous 
membranes, the central nervous system, and the 
vascular system, and the pigmentary disturbances 
in certain patients may be severe and may add 
confusion to the diagnostic problem. 

The wasting of the muscles is so prominent in 
some patients that the possibility of dermatomy- 
ositis needs to be considered. Madden and Karon 
studied the muscles in these diseases and found 
slight degeneration in about one-third of the pa- 
tients with lupus erythematosus, and they were 
patients who had “rheumatic pains,” arthralgias, 
and so forth. In a rather large experience with 
biopsy of the muscles of patients with dermato- 
myositis, I have been unable to establish the 
pathognomonic picture in this disease, as it varies 
from a mild inflammatory reaction to an extensive 
atrophy of the muscle. The myositis found in a 
few patients with lupus erythematosus presents a 
nonspecific pathologic picture. Accordingly, mus- 
cle atrophy, especially of the arms and legs, is 


Figure 3. Erythema of the palms as 
seen in systemic lupus erythematosus. 
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Figure 4. Erosion of the buccal mucous membrane. 


seen not infrequently in systemic lupus erythema- 
tosus, but its presence does not in itself indicate 
any relationship to dermatomyositis. 

It is apparent that many patients who have lupus 
erythematosus also have various types of vaso- 
spastic disease, from those with mild “cold hands 
and feet” to those with distinct Raynaud’s syn- 
drome, and the vascular disturbances may become 
more pronounced following the onset of the lupus. 
Erythematous lesions about the finger tips with 
telangiectatic vessels, erythema of the knuckles 
and palms, and hyperhidrosis develop in many pa- 
tients. Huff and co-workers studied the peripheral 
blood flow in patients with systemic and discoid 
lupus erythematosus and felt that patients with 
the chronic discoid type display a defect in the 
circulation of the fingers, which may be due to a 
change in the elasticity of the small arteries. These 
authors expressed the belief that chronic discoid 
lupus erythematosus may be a generalized vascular 
disease. 

Involvement of the mucous membranes may be 
noted in both types of the disease and is found in 
the mouth, especially the cheeks, as a well-de- 
fined superficial erosion with a dark-red margin 
caused by petechial hemorrhages about the pe- 
riphery of the ulceration (Figure 4). Superficial 
scarring indicates the site of previous ulcerations. 
In the systemic types, the ulcerations may be more 
severe and more destructive. Lesions of the tongue 
occur as superficial areas that seldom ulcerate. 

In the discoid type, involvement of the lip is 
classic and is featured by a superficial scaling, 
silvery in type, with some swelling, eversion, and 
tenderness (Figure 5). 
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Figure 5. Classic siluvering of 
lips in lupus erythematosus. 


Pigmentary changes occur infrequently, but 
when they do appear they may add to the diag- 
nostic difficulties. The pigmentation is diffuse, es- 
pecially pronounced on the exposed surfaces, and 
is suggestive of unfavorable outcome of the dis- 
ease. The use of corticotropin and cortisone has 
increased both the degree of pigmentation and the 
number of cases in which hyperpigmentation oc- 
curs. 

Alopecia of a diffuse mild to moderate type is 
frequently seen in patients with systemic lupus, 
while patches of baldness with the characteristic 
morphologic features, as noted on the skin, are 
seen in the discoid type. 

Sensitivity to light is a common finding in these 
patients and is a feature, rather than the cause, of 
the disease. Comment has been made that the oc- 
casional patient with discoid lupus erythematosus 
will develop the systemic type of the disease, or 
that an extension and exacerbation of the discoid 
type may occur, following prolonged exposure to 
sunlight. Accordingly, although sensitivity to light 
is not present in all cases, these patients are urged 
to avoid undue exposure to sunlight, not to take 
sun baths, and not to anticipate improvement by 
moving to a warm sunny climate. 

Involvement of the central nervous system is not 
well understood because it is a rare complication, 
and only a few such cases have been reported. 
Glaser recently reviewed the literature and noted 
that the following neurologic manifestations had 
been reported: convulsive attacks, transient cra- 
nial-nerve paralyses, hemiparesis and aphasia, 
acute toxic psychoses, delirium, and cerebrovas- 
cular accidents. The pathologic basis for these 
manifestations of central-nervous-system involve- 
ment, according to Glaser, is “a focal or dissem- 
inated encephalomalacia primarily involving the 


gray matter of the cerebral cortex and secondary 
to the specific endarteritis.” 

The use of cortisone or corticotropin for the 
treatment of lupus erythematosus has increased the 
frequency with which emotional disturbances are 
seen in this disease. It is now difficult to determine 
whether the euphoria, excitability, irritability, and 
psychotic states that may appear in patients re- 
ceiving one of these hormones represent part of the 
lupus erythematosus or a complication of treat- 
ment. In such cases the decision in regard to 
whether treatment should be continued must be 
based on a trial period without treatment, to note 
whether the mental symptoms improve or grow 
worse. 

The relationship between the discoid or local- 
ized and the systemic types of lupus erythematosus 
is not well understood. Occasionally a patient with 
the localized form, following a severe sunburn or 
from other unknown causes, develops the acute 
systemic type. And then there are patients who 
have not manifested lupus erythematosus in any 
form previously but who suddenly develop the 
fulminating, acute systemic form of the disease. 

There are those who believe that chronic discoid 
lupus erythematosus and the acute systemic form 
are different and unrelated diseases; however, the 
proof of such a theory is still up to the adherents 
of this concept. 


Laboratory Procedures 


The aid of the laboratory may be necessary to 
distinguish between the localized and the systemic 
forms of the disease and also to help in determin- 
ing the degree of severity of the process. The labor- 
atory findings in the chronic discoid form are us- 
ually within normal limits, although occasionally 
there may be mild anemia and even mild leuko- 
penia and albuminuria. In the systemic forms of 
the disease, however, the following laboratory data, 
taken together, create a picture which may be 
diagnostic, and important from the prognostic view- 
point; these procedures should be done, and re- 
peated as frequently as indicated in patients with 
systemic lupus erythematosus: L. E. cell test, de- 
termination of the albumin-globulin ratio, estima- 
tion of hemoglobin, urinalysis, red blood cell count, 
serologic test for syphilis, leukocyte count, x-ray 
examination of the chest, determination of the 
sedimentation rate, and x-ray examination of the 
joints. 

The description of the L. E. cell by Hargraves 
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and co-workers, in 1948, is one of the outstanding 
contributions to medicine in recent years, as the 
demonstration of this phenomenon has materially 
increased the interest in this disease and has per- 
mitted the diagnosis of lupus erythematosus to be 
made more often. In the past, the absence of skin 
lesions in about one-half of the patients has meant 
that the disease has gone undiagnosed in many of 
those who had no cutaneous signs. The fact that 
not all patients with lupus erythematosus have 
skin lesions was first suggested by Kaposi in his 
original description of the disease, and subse- 
quently by Osler, in 1895. This was lost sight of 
until about twenty-five years ago, when derma- 
tologists began to talk about “lupus sine lupus,” 
meaning systemic lupus without cutaneous lesions. 
Shortly thereafter, the internists were alerted to 
the significance of the syndrome of joint pains in 
a young woman with fever and leukopenia, as in- 
dicative of the probability of systemic lupus erythe- 
matosus. Since the recognition of the L. E. cell, 
the scope of the disease has been realized even 
more, so that it is now known that the disease may 
be present for many years—ten or more—and 
present mild symptoms only, characterized by re- 
missions and recurrences, before the severe flare- 
up and serious aspects become manifested. 

No doubt cells have been falsely identified as 
the L. E. cell on more than one occasion, but when 
all the criteria, as recently laid down by Hargraves, 
are demonstrated, the finding of the L. E. cell is 
essentially pathognomonic. Especially is this true 
if the result of the test is reported as a strong 
positive. In a few cases in which the results were 
reported as weak positives, the patients were found 
to have periarteritis nodosa, rheumatoid arthritis, 
and dermatomyositis. Hargraves recommends that 


The technique used at the Mayo Clinic for demonstrat- 
ing L. E. cells is as follows: 

1. Draw 10 ml. of blood in a tube 15 mm. by 125 mm. 
and allow it to clot for 2 hours. 

2. Rim the clot if necessary, pour off and discard the 
serum. 
3. Place the sieve (made of wire gauze, 40 meshes to 
the inch) over a Petri dish and turn the clot onto the 
sieve. Mash the clot through the sieve with a pestle. 

4. Fill a Wintrobe sedimentation tube with blood and 
centrifuge at 2,000 r.p.m. for 5 minutes. 

5. Make smears from the buffy coat dfter withdrawing 
the serum down to the layer of leukocytes. 

6. Stain with Wright's stain and examine. 


Figure 6. L. E. cells. 


by appreciating the following, the L. E. cell may 
be accurately recognized (Figure 6) : 

“The Three Necessary Elements. At present there 
seem to be three elements necessary for the pro- 
duction of the lupus erythematosus cell phenom- 
enon: 1. The L. E. factor, which occurs in the 
gamma globulin fraction of the plasma of patients 
with systemic lupus erythematosus, is fundamental 
for the production of the L. E. cell phenomenon. 
The L. E. factor causes lysis of cell, nuclei, as evi- 
denced by swelling, homogenization, and decreased 
staining reaction of the chromatin in the cells af- 
fected. 2. The next requisite for formation of L. E. 
cells is nuclear material with which the L. E. factor 
can react. This nuclear material is most commonly 
derived from the nuclei of the polymorphonuclear 
leukocytes. Such cells may come from the blood 
or bone marrow of the patient who has systemic 
lupus erythematosus, or they may come from the 
blood or bone marrow of a donor not afflicted with 
systemic lupus erythematosus. When the L. E. 
factor and the nuclear material react in the afore- 
mentioned lytic process, the resulting homogeneous 
mass is chemotactic and attractive to phagocytic 
cells. 3. The third element is a phagocytic ceil. 
The L. E. cell phenomenon is completed when the 
lysed nuclear mass has been engulfed by a phagocytic 
cell or cells. The phagocytic cells most commonly 
observed to be clustered about the lysed nuclear 
material or the cells which actually have engulfed 
the material and have become L. E. cells are neu- 
trophilic polymorphonuclear leukocytes. Eosinophilic 
polymorphonuclear leukocytes may, however, func- 
tion in the same manner as neutrophilic poly- 
morphonuclear leukocytes. The phagocytic leuko- 
cytes may come from the blood or bone marrow 
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of the patient with systemic lupus erythematosus 
or they may come from the blood or bone marrow 
of a donor who does not have the disease.” 

In addition, Hargraves has called attention to 
the importance of time in the interpretation of the 
test. The blood or bone-marrow material must be 
held in vitro for at least twenty minutes, or up to 
two hours, to permit the reactions responsible for 
the L. E. cell phenomenon to take place. Also, 
coagulation greatly accentuates the production of 
L. E. cells. The avoidance of false positive diag- 
nosis of the L. E. cell by “distinguishing the dam- 
aged engulfed lymphocytic nuclei seen in tart cells 
and the homogeneous lysed chromatin material 
seen in L, E. cells is essential.” 

Other findings in the blood are of importance in 
the problem of lupus erythematosus. Anemia may 
be pronounced, and is usually of the secondary 
type and not specific. The decrease in the white 
blood cells is a common finding, and the more se- 
vere the process, the more pronounced is the 
leukopenia. It is not uncommon to find the leuko- 
cyte count varying from 2,500 to 4,000, while in 
severe cases it may approach 1,000 per cubic milli- 
meter of blood. 

The sedimentation rate of the erythrocytes is ele- 
vated in the systemic types of lupus erythematosus, 
and in severely toxic patients it may approach 150 
mm. in one hour, by the Westergren technique. 
The sedimentation rate tends to remain high even 
though remissions seem present, so that the sedi- 
mentation rate and the degree of leukopenia, to- 
gether with the clinical picture, indicate the degree 
of toxicity. 

The albumin-globulin ratio changes because of 
the increase of serum globulin, resulting in a re- 
versal of the normal albumin-globulin ratio. Al- 
though noted in systemic lupus, this finding is not 
specific and is variable, in that all patients do not 
display it. 

The serologic reactions for syphilis are positive 
in one degree or another in many patients with 
systemic lupus erythematosus, the proportion of 
positives varying from 17 per cent in the chronic 
systemic cases to 44 per cent in those of the acute 
severe type. It has been our belief since we first 
mentioned this finding in 1940 that these reactions 
are biologically false positives and in no way indi- 
cate that the patient has or has had syphilis in any 
form. These reactions vary from negative to 2 plus 
or 3 plus and may persist as positive for a period 
of many years, and the percentage of false positive 
reactions will be the highest in the laboratories 


in which a sensitive serologic technique is used 

Thrombocytopenia may occur and account for 
the hemorrhagic phenomena these patients de- 
velop. Hargraves reported three cases in which 
splenectomy was performed for hypersplenism and 
in which acute systemic lupus subsequently de- 
veloped. The argument against the splenic enlarge- 
ment being an early sign of lupus in these cases 
was the negative bone-marrow studies done before 
the spleen was removed. Further study should be 
made of this problem, as it would seem logical thai 
the splenomegaly was an early manifestation of 
systemic lupus and that the lupus did not develop 
subsequent to the surgical procedure. 

The platelet counts should be studied. Purpuric 
lesions may occur in approximately 10 per cent of 
the cases, and platelet counts vary from 35,000 to 
385,000 per cubic millimeter, with a mean of 
147,000. In most of our cases the platelet count 
was considered adequate. 

The urinary findings are important because they 
are indicative of the degree of renal damage, as 
evidenced by albuminuria and the presence of 
casts; erythrocytes, and leukocytes. The urinary 
findings are not pathognomonic or specific, al- 
though the pathologic findings in the kidney, 
which will be discussed later, are classic. As uremia 
may be a terminal phase of the disease, the status 
of the kidneys is of considerable prognostic sig- 
nificance, and hence such laboratory aids as are 
routinely available should be used to evaluate the 
status of the kidney. 


Pathology 


The pathologic features of lupus erythematosus 
will be discussed under two headings: (1) the cu- 
taneous pathologic picture and (2) necropsy ma- 
terials. McCreight and Montgomery recorded their 
studies on the cutaneous histopathologic aspects of 
lupus erythematosus in 1950 and paid special at- 
tention to the vascular changes as noted in the 
cutis. They found that a pathologic diagnosis of 
lupus erythematosus from a skin biopsy is not 
based on any single pathologic change but on a 
combination of various features. These include 
hyperkeratosis without parakeratosis, keratotic 
plugging of hair follicles and glandular orifices, 
atrophy, acanthosis of the prickle cell layer, lique- 
faction degeneration of the basal cell layer, edema 
of the cutis, dilatation of the capillaries and lym- 
phatic vessels, lymphocytic infiltration about the 
vessels and dermal appendages, and the presence 
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of chromatophores laden with melanin. McCreight 
and Montgomery found that these same histologic 
changes are noted in all the various types of lupus 
erythematosus, from the chronic localized to the 
acute systemic forms, and the variations in the 
pathologic features seem more dependent on the 
age of the lesion than on the type of the disease. 
It is not possible to determine the type of the dis- 
ease on the basis of the cutaneous histopathologic 
picture alone. The most significant vascular change 
appeared in the form of edema of the walls of the 
blood vessels, and evidence of hyaline degenera- 
tion or fibrinoid degeneration within the collagen 
tissue of the cutis was relatively infrequent. 

The pathologic findings from necropsy material 
are now recognized as quite characteristic and per- 
mit definite post-mortem diagnoses in most cases. 
Some years back it was not uncommon to have 
the pathologist report in a case of death from 
systemic lupus erythematosus that there were in- 
sufficient pathologic findings to explain the death. 
The changes in the kidneys, heart, and spleen are 
now recognized as classic; however, it should be 
borne in mind that, as vascular lesions are common 
in lupus erythematosus, they may be anticipated 
in any organ, and hence any organ may thus be 
involved. Baggenstoss, in reporting on necropsy 
material, mentioned that there is still the occa- 
sional case in which the pathologist is unable to 
make a post-mortem diagnosis of lupus erythema- 
tosus. 

In the kidney, the so-called wire-loop lesion is 
found in the glomeruli in about two-thirds of the 
patients, and is characterized by an irregularly 
thickened basement membrane which stains with 
eosin. Although it appears similar to amyloid it 
does not stain as such. The lesion may involve 
only one loop or many of them. In addition, the 
glomerular capillaries may be occluded because of 
endothelial proliferation, or there may be focal 
necrosis of the glomerular tufts. Renal insufficiency, 
as evidenced by urinary findings similar to those 
encountered in glomerular nephritis, is a common 
finding, especially in the terminal phase of the dis- 
ease, and it is at this time that fatty degeneration, 
tubular atrophy, and so forth may be found. 

The cardiac lesions of lupus erythematosus were 
emphasized by Libman and Sacks, in 1924, when 
they described a form of verrucous endocarditis 
which they believed was not a: manifestation of 
lupus erythematosus. This concept, however, was 
subsequently changed. 

In 1941, Klemperer and co-workers summarized 
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their observations on the pathology of lupus erythe- 
matosus. The term “collagen diseases” became. 
somewhat spontaneously, the favored name for 
lupus erythematosus, scleroderma, dermatomyos- 
itis, periarteritis nodosa, and so forth. However, we 
have felt from the beginning of this concept that 
the collagen changes are the end result of the L. 
E. process, that they are found in other diseases 
than those mentioned, and that the vascular changes 
are more important. The collagen-degeneration 
concept has not added to our knowledge of the 
cause of lupus erythematosus and may well have 
added to the confusion that prevails in regard to 
such diseases. 

The cardiac lesions may be found as diffuse fi- 
brinous pericarditis, nonbacterial verrucous endo- 
carditis, or fibrinoid degeneration of interstitial 
collagen fibers. More recently, Guizler and Fox 
called attention to the hematoxylin bodies in the 
heart valves, lymph nodes, and kidneys, and it is 
now felt that these are similar to the L. E. cells. 

The spleen displays a fibrosis about the central 
arteries which, although not always present, is of 
considerable diagnostic importance when demon- 
strated. Baggenstoss has noted “the atelectasizing 
pneumonitis and a peculiar basophilic mucous 
edema of the alveolar walls and the peribronchial 
and perivascular tissues in association with an in- 
terstitial pneumonitis and alveolar hemorrhages.” 

In summary of the gross pathology, it is to be 
remembered that any organ may be diseased, par- 
ticularly its vascular and supporting components, 
although the kidneys, heart, spleen, and lungs are 
most frequently involved. Collagenous degenera- 
tion is not present in all cases, is to be found in 
diseases apparently unrelated to lupus, and is not 
of etiologic significance. Hence, it appears that the 
use of the term “collagen diseases” has spread be- 
yond the point of helpful meaning and that the 
term should not be applied in a diagnostic sense. 


Differential Diagnosis 


The differential diagnosis may include a great 
variety of possibilities, from mild arthritis to pel- 
lagra, with diseases of the heart, kidneys, and 
spleen also entering the picture. As previously 
mentioned, the information obtained from labor- 
atory procedures may be necessary to an adequate 
diagnosis. However, the absence of a positive L. E. 
phenomenon does not eliminate such a diagnosis 
because (1) the report may represent a false nega- 
tive result that is attributable to a number of fac- 
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tors, or (2) the patient may have the subacute 
form of the disease or the chronic disseminate 
type, in which the L. E. cells are not found. The 
number of cells found in a sternal smear is not 
necessarily related to the severity of the L. E. 
process, and although it is common to find many 
cells in patients with a severe form of the disease, 
in some of these same types of cases only a few 
cells can be demonstrated. The positive L. E. cell 
phenomenon, together with the pertinent labor- 
atory data and the clinical findings, creates the 
classic picture of lupus erythematosus. 

Treatment will be discussed under the headings 
of chronic discoid type; disseminated varieties, 
both subacute and chronic; and acute systemic 
type. 

Discoid or Localized Type. As the cause of lupus 
erythematosus is not known, there is no specific 
treatment for it. The use of various gold and bis- 
muth preparations has recently been rejected in 
favor of quinacrine hydrochloride (Atabrine). Page 
called the attention of the English-speaking world 
to the value of “mepacrine,” although the Rus- 
sians had recorded their experiences with a similar 
preparation ten years previously, as reported by 
Kierland and co-workers. Our results from the use 
of quinacrine indicate that about one-third of the 
patients will be rid of the disease, while in two- 
thirds of them, as a group, the skin lesions will be 
markedly decreased. A small group will show no 
improvement. 

This treatment should be limited to those who 
have the localized discoid type and should be used 
with great caution in those with the disseminated 
form of the disease, and probably not at all in those 
with acute systemic lupus. The reactions to the 
drug in these varieties of the disease are yellowing 
of the skin, extension of the lupus erythematosus, 
and onset of an extensive quinacrine eruption or a 
blood dyscrasia or both. 

Quinacrine hydrochloride may be given in doses 
of 0.1 Gm. three times a day for one month, then 
twice a day for another month, then once a day. 
It may be necessary to continue at the rate of one 
tablet (0.1 Gm.) a day or one tablet every other 
day for a long time. In other words, we do not 
know as yet whether quinacrine cures discoid lupus 
erythematosus or whether it controls it. The yel- 
lowing of the skin is not objected to by the ma- 
jority of patients. 

Disseminated Varieties. Both the subacute and 
chronic forms are important phases of the disease 
in that the patient may be in a temporary state of 


remission when seen, or he may be in a state tha: 
precedes the appearance of the acute systemic 
form of the disease, or he may be in a chronic 
state of invalidism that will remain quiet for many 
years. The use of quinacrine, gold, or bismuth is 
of questionable value in these cases, as anyone of 
them may produce serious sequelae. I have found 
that a prolonged period of complete rest in bed 
(three to six months) is the most effective thera- 
peutic procedure for these patients. Sunlight 
should be avoided, a wholesome mixed diet and a 
“tonic” in the form of vitamin By may be given at 
the rate of 1 cc. (15 micrograms) every five days 
during the period of rest in bed. Attention should 
be directed toward anemia if present. 

Acute Systemic Type. In this form of lupus erythe- 
matosus, the prognosis for life is poor in spite of 
treatment. Cortisone and corticotropin are of def- 
inite value in that they will produce remissions in 
some patients, in the severe, febrile phases of the 
disease. In the occasional case the remission may 
be maintained for variable periods; however, in 
those in whom renal damage is severe or endo- 
carditis advanced, it is not to be expected that the 
remissions will be other than temporary. All my 
patients who have had the acute systemic type of 
the disease and who have been treated with these 
hormones have eventually died, although their 
lives were probably extended for a short time. 
Cortisone in doses of 200 to 300 mg. a day may 
be necessary for the first two to three days, and if 
improvement follows, the dose may be reduced to 
100 mg. a day. Gradual reduction in the amount 
given until a minimal maintenance dose is reached 
is the method recommended; however, recurrences 
often occur on small doses, and these are difficult 
to control when they do develop. Corticotropin 
may be administered at intervals of six to eight 
hours for a daily maximum of 100 mg., and this 
likewise should be reduced according to response. 
Evidence is still lacking that either cortisone or 
corticotropin cures systemic lupus erythematosus; 
however, either remedy may prolong life, occa- 
sionally for several years. 

In addition, the use of supportive measures as 
indicated and the treatment of the complications 
as they arise should be anticipated. Although the 
anemia may be severe, blood by transfusion must 
be given with caution as these patients react un- 
favorably. Small amounts of blood (100 to 200 cc.) 
given at a time may be tolerated by some patients. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Prolonged Labor 


BY J. L. JOHNSTON, M.D. 
Springfield, Missouri 


In 3,403 consecutive deliveries there were eighty-eight patients whose labor lasted more than twenty-four hours. 
More than 80 per cent of cases of prolonged labor were in primigravidas, and the commonest cause was primary 
uterine inertia. Judicious use of Pitocin hastens labor safely and reduces the incidence of operative procedures. 

In about 90 per cent of these prolonged labor cases, delivery was accomplished in forty hours or less. 

Labors that last longer than this carry a grave risk to the infant. 


Great strides have been made in recent years in the 
management of many major obstetric problems. 
Careful prenatal observation and early treatment 
have lowered the incidence and the mortality rate 
of the toxemias. Antisepsis and chemotherapy have 
virtually eliminated puerperal sepsis. Readily avail- 
able blood has reduced the morbidity and mortality 
from hemorrhage. Our ignorance of uterine physi- 
ology, however, has delayed progress in the hand- 
ling of prolonged labor. Prolonged labor remains 
one of the most disturbing problems that faces the 
obstetrician today, and one that requires the utmost 
in judgment and skill. 

Prolonged labor has merited lengthy discussion 
in obstetric textbooks as well as in medical peri- 
odicals. Most writers of the past, in dealing with 
this subject, have taken a conservative approach to 
management. 

With the more liberalized indications for Cesare- 
an section today, it is possible that an increased 
operative incidence might be substituted for sound 
obstetric judgment. With this in mind, it seemed 
worth while to review the records of our prolonged 
labor cases and to evaluate our end results. 


Definition and Material 


Before defining prolonged labor, we must first 
attempt to define labor. The diagnosis of labor is 
not always easy. The definition of labor most com- 
monly used is the onset of uterine contractions 
which result in effacement and dilatation of the 
cervix. Schmitz states that if painful uterine con- 
tractions continue without cervical change for a 
period of time, and later effacement and dilatation 
occur without a quiescent interval, psychologically 
labor has been present the entire time. We do not 
have interns or residents in any of our hospitals. 
The close care of our patients is entrusted to 
graduate and student nurses. For this reason, we 
have accepted Schmitz’ definition in presenting our 
cases. If pains stop for a period of six hours or 
longer, we note the onset of labor from the time 
contractions are re-established. 

A definition of prolonged labor is also subject to 
considerable variation. The length of labor which is 
considered as pathologic varies from the eighteen- 
hour limit, set by Tollefson and Webb, to forty- 
eight hours, set by Bourne and Bell. In this group of 
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cases, the time limit has been set arbitrarily at 
twenty-four hours. 

The material for this study consists of private pa- 
tients delivered by one of the three members of the 
Woman’s Clinic during a period of three years 
(July 1, 1949, to July 1, 1952). During this period 
we had 3,403 deliveries, and eighty-eight cases of 
prolonged labor, an incidence of 2.6 per cent. The 
great majority of these patients were attended by us 
during the entire prenatal period. A few were ad- 
mitted in labor, without previous prenatal care, or 
were transferred to our care by other physicians 
because of obvious dystocia. 

The statistical value of such a small group is 
negligible. The success or failure of our manage- 
ment of prolonged labor could only be evaluated by 
our end results. It is for this reason that we are 
presenting so small a series of patients. Table I 
shows the incidence of prolonged labor in a few of 
the previously reported series of cases. Different 
criteria for the diagnosis of labor and prolonged 
labor make comparison of these figures difficult. 


Etiology 


Prolonged labor may be due to faulty expulsive 
forces, fault of the birth canal, or faults of the pas- 
senger. Expulsive force is provided primarily by 
the musculature of the upper uterine segment and 
secondarily by the abdominal wall muscles. Re- 
sistance is offered by the bony pelvis, cervix, 
vagina, and pelvic floor. The passenger may be at 
fault because of size, presentation, or position. 
These faults, for all practical purposes, may be 
classified in two essential types, namely, primary 
inertia and secondary inertia. 

Primary inertia exists when uterine contractions 
are weak and irregular from the beginning of labor. 
Primary uterine inertia may be due to: (1) psycho- 
somatic causes, such as low pain threshold, shock, 
fear, grief, or nervousness; (2) uterine changes, 
such as congenital anomalies of the uterus; neo- 
plasms of the uterine wall, frequent child-bearing, 


Author 
25 Huber 
30 O'Dell, et al. 
24 Schmitz, et al. 
25 Winterringer 
24 Starr 
36 Bradford, et al. 


Gainey, et al. 


Table |. Incidence of prolonged labor. 


or an overdistended uterus; (3) disturbance of the 
nervous mechanism or poor innervation of the 
uterine muscle; (4) endocrine abnormalities. 

Clinical investigations may someday unveil the 
mystery of uterine contractions and solve the prob- 
lem of primary inertia. Reynolds, Hellman, and 
Bruns have shown that the pacemaker for strong, 
rhythmic uterine contractions is at or near the site 
of insertion of the Fallopian tubes. This fundal 
dominance is necessary for strong uterine contrac- 
tions. In contrast, contractions originating in the 
midportion of the uterus are shorter and weaker. 

The work of Szent-Gyorgyi (1948) has estab- 
lished that the contractile substance of muscle is a 
complex of two proteins, actin and myosin. To- 
gether these are called actomyosin. Actomyosin, in 
the presence of calcium and magnesium, exhibits a 
prompt contraction when the enzyme, adenosine 
triphosphatase, is added. Liberation of phosphorus 
from adenosine triphosphate is the source of energy 
for the contractile process. 

Csapo states that the quality of actomyosin varies 
in different physiologic states. Actomyosin obtain- 
able from the uterus following irradiation meno- 
pause is almost devoid of contractile power. More is 
present in the nongravid uterus, and much more is 
present at the time of parturition. At term, the con- 
centration of actomyosin is highest in the fundus. 
After castration, uterine actomyosin decreases 
greatly, and it may be restored by the administra- 
tion of estrogen. 

Secondary inertia exists when previously normal 
uterine contractions become infrequent, weak, or 
irregular, or when they stop. It is an expression of 
uterine fatigue. Positional dystocia, cephalopelvic 
disproportion, cervical dystocia, tumors in the 
birth canal, and contraction ring are conditions in 
which secondary inertia may occur. 

On this basis we have classified the causes of our 
prolonged labor cases in Table 2. 

Primary uterine inertia was the most common 
cause of prolonged labor in this series. In the po- 
sitional dystocia group were cases of transverse 


Total cases 
15,525 983 6.3 
15,824 422 2.7 
11,646 363 3.2 
10,042 211 2.1 
7,989 404 5.0 
2,634 85 3.3 
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Primary uterine inertia 55 62.5 
Secondary uterine inertia 
Positional dystocia 17 19.3 
Cephalopelvic disproportion 9 10.2 
Cervical dystocia 7 8.0 
Contraction ring—tumors in birth canal 0 t+) 


arrest, persistent occiput posterior, breech, and 
face presentation. These cases did not show any 
uterine inertia until the latter half of their labor. 

The nine instances of cephalopelvic dispropor- 
tion were borderline cases as shown by clinical and 
x-ray measurements. Many patients having relative 
or borderline cephalopelvic disproportion will de- 
liver normally or with minimal assistance. We have 
no way of measuring the moldability of a fetal head. 
Good uterine action can produce surprising results 
in molding even a fair-sized head through an under- 
sized pelvis. Final judgment about relative cephalo- 
pelvic disproportion should be reserved until the 
onset of labor. Then one can re-evaluate the size of 
the baby and pelvis. X-ray cephalometry and 
pelvimetry may be helpful. Outlet pelvic measure- 
ments may enlarge more during the last month of 
pregnancy than in the preceding eight months. 
Certainly, one should never pass judgment on 
pelvic measurements at the first prenatal visit. The 
best measuring stick for relative cephalopelvic dis- 
proportion is a good trial of labor. 

The seven cases of cervical dystocia presented a 
cervix that was firm or rigid, and that did not 
efface or dilate as it should with the force and type 
of contractions present. One of these patients had 
undergone cervical amputation seven years previ- 
ously. The other patients were older primigravidas. 


LENGTH OF LABOR 
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AGE OF PATIENTS 


Chart 2. 


In 10.3 per cent of the cases, labor lasted longer 
than forty hours (Chart 1). If thirty hours had been 
used as a criterion of prolonged labor, obviously the 
incidence would have been reduced more than half. 
In two cases labor lasted sixty three hours and one 
hundred thirty hours respectively. The 130-hour 
labor was in a 45-year-old primipara. 


Other Factors 


Age. Chart 2 shows that 80 per cent of the pro- 
longed labor cases occurred in patients 16 to 29 
years of age, or in the optimum obstetric age. The 
age group, 16 to 19 years, represented 10.8 per cent 
of all deliveries, and accounted for 22.7 per cent of 
the prolonged labor cases. Elderly primigravida did 
not make up a large percentage of prolonged labor 
cases. 

Parity. Table 3 shows that 84 per cent of the cases 
were primigravidas. Although prolonged labor pre- 
dominates in primigravidas, multiparity itself is no 
assurance that prolonged labor will not occur. Of 
the fourteen multiparas, eight occurred with the 
second baby, five with the third baby, one with the 
fourth baby. Two of the fourteen multiparas had 
experienced previous prolonged labors. 


Table 3. Parity. 
No. cases Per cent 


Presentation and Position. Table 4 shows that 
occiput anterior positions were present in 53.5 per 
cent of the prolonged labor cases, and that malposi- 
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ey WEIGHT OF INFANTS 


30.7 29.5 


Chart 3. 


tion of the fetus was present in 46.5 per cent. How- 
ever, malposition was considered as the primary 
factor in prolonged labor in only 19.3 per cent 
(Table 2). The remaining 17.2 per cent of this group 
is attributed to primary inertia. L. O. P. and breech 
positions accounted for the highest percentage of 
the malpositions in the prolonged labor cases. 


Table 4. Presentation and position. 


Presentation and position No. cases Per cent 
Left occiput anterior. . ....... 31 38.5 
Right occiput anterior . ....... 12 15.0 
Right occiput transverse. . . ..... 6 7.5 
Left occiput transverse... ..... 4 5.0 
Right occiput posterior . . . ..... 4 5.0 
Left occiput posterior. . . .....- 14 17.5 
Brow . . 1 1.5 


Weight of Infant. Chart 3 shows that there was no 
correlation of weight of infant to length of labor. 
Only 6.8 per cent of the infants weighed 9 pounds 


or more. 


Management 


All labors should be managed as potentially pro- 
longed labor cases. If this is done, prolonged labor 
may be prevented in many cases. The general meas- 
ures are: psychosomatic treatment, sedation, rup- 
ture of the membranes, stimulation, fluid balance, 
antisepsis, re-evaluation, and delivery. 

Psychosomatic treatment should begin with the 
first prenatal visit. Many cases of prolonged labor 
occur in nervous and unstable women. The career 
woman, the unmarried girl, the woman with hus- 
band or in-law troubles, and one with an unwanted 
pregnancy are potential candidates for prolonged 
labor. As pregnancy progresses an attempt should 


be made to correct maladjustments and to refut 
various doubts and phobias. The management o/ 
pregnancy, admission to hospital, nursing routine. 
labor, delivery, and anesthesia should be discussed 
thoroughly. 

Patients having early inertia, malpresentation. 
relative cephalopelvic disproportion, or a firm 
cervix are certainly candidates for prolonged labor. 
A patient having irregular weak contractions for six 
to eight hours, with a cervix that is not ripe, should 
be given sedatives generously, in the hope that 
pains will cease, and will recur when the cervix is 
more favorable. An explanation is given to the pa- 
tient and her family that these are not true labor 
contractions. Stimulation with Pitocin should never 
be given a patient of this type. She should be sent 
home if possible, or transferred to some other di- 
vision in the hospital. Prolonged stay in the labor 
room merely builds up resistance to labor. 

To the patient with inertia-like contractions, but 
with a favorable cervix, sedation should not be given 
too early. When a patient is complaining with her 
pains and the cervix is showing some effacement and 
dilatation, one may prescribe meperidine or mor- 
phine and scopolamine, with or without a bar- 
biturate. After sedation, if pains do not improve, 
stimulation is in order. This may be accomplished 
by an enema, rupture of the membranes, or Pitocin. 

Artificial rupture of the membranes frequently 
results in increased uterine contractions. In addi- 
tion, ruptured membranes also result in a more 
satisfactory progress when Pitocin is used. 

Pitocin may be given intravenously. Subcutane- 
ous administration is inadvisable, because the ef- 
fects of the drug on the uterus are erratic and un- 
predictable. Uterine rupture has been reported to 
follow subcutaneous Pitocin. Intravenous adminis- 
tration should be done cautiously under constant 
supervision. A suitable preparation is obtained by 
adding 0.5 cc. of Pitocin to 500 cc. of 5 per cent 
dextrose solution. This is given at the rate of 25 to 
35 drops a minute. Intravenous usage produces 
more uniform uterine contractions, and stimulation 
ceases on withdrawal. The timely use of meperidine 
and scopolamine enhances the action of intrave- 
nous Pitocin and does not interfere with labor. 

The contraindications for the use of Pitocin in 
this series of cases were as follows: (1) cephalopelvic 
disproportion, (2) parity over four, (3) overdis- 
tention of uterus from twins or hydramnios with 
intact membranes, (4) previous Cesarean section or 
hysterotomy. 

We do very few labor inductions, but fourteen of 
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our prolonged labor cases had been induced. Per- 
haps this bears out the thought that induced labor 
is much more likely to be prolonged than a spon- 
taneous labor. In occiput posterior and transverse 
arrest, with a fetus of average size and an adequate 
pelvis, we do not hesitate to stimulate labor by in- 
travenous Pitocin. 

Pitocin is not an antidote for disturbed uterine 
muscle physiology, but will definitely shorten labor. 
It should be used when labor first shows failure 
of progress and not when a patient has labored to 
exhaustion. 

Fluid balance should be maintained throughout 
labor. As a general rule, parenteral fluids are used 
even if the patient is able to take fluids by mouth, as 
the emptying time of the stomach is markedly de- 
creased during labor. Glucose solutions in distilled 
water are the most useful. The amount is de- 
termined on an individual basis. The intake and 
output are measured. Adequate elimination is im- 
portant, to avoid distention and trauma to the 
bladder and rectum. 

The modern antibiotics have almost done away 
with intrapartum infection and aspiration pneu- 
monias in these cases. We ordinarily give antibi- 
otics if the membranes have been ruptured twelve 
hours or if the patient has been in labor twenty-four 
hours with unruptured membranes. 

The patient should be re-evaluated anytime the 
progress of labor is slowed, regardless of the num- 
ber of hours of labor. This includes careful estima- 
tion of the pelvis and fetus clinically and by roent- 
gen pelvimetry and cephalometry. Sterile vaginal 
examinations should be done periodically, as they 
are necessary to determine accurately presentation, 
position, - dilatation, and integrity of the mem- 
branes. 


With the cervix completely dilated and the pre-— 


senting part in midpelvis or below, the selection of 
the proper time and method of delivery are of great 
importance. Procrastination during the second 
stage of labor costs the lives of many babies. Saddle 
block or pudendal block anesthesia may be helpful 
with a tired baby and a tired mother. With this 
type of anesthesia in a normal position or a cor- 
rected malposition, a little traction with forceps in 
time with uterine contractions will usually effect 
an easy delivery. This type of anesthesia also re- 
duces blood loss in the third stage of labor. Post- 
partum hemorrhage is always likely in a tired or 
overdistended uterus. Prolonged labor patients 
should be routinely typed and cross-matched with 
compatible blood available. 
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Results 


An analysis of the cases according to the method 
of delivery is given in Table 5. Since low or outlet 
forceps are used almost routinely in our practice, 
these were not considered separately in this study. 
Rotations were done manually or with forceps. 
Midforceps were used only three times. Breech ex- 
traction was done in all cases of breech presenta- 
tion with prolonged labors. 


Table 5. Method of delivery. 


No. cases Per cent 
Spontaneous and low forceps . . . . - 41 46.5 
Low forceps with rotation. . . .... 28 31.9 
Breech extraction... . +++ +s 8 9.1 


Our Cesarean section rate in prolonged labor was 
9.1 per cent. In three instances Cesarean section 
was done for relative cephalopelvic disproportion, 
in three others for cervical dystocia, and in only 
two for primary uterine inertia. The cases of 
cephalopelvic disproportion and cervical dystocia 
included an adequate trial of labor. Fetal distress 
was evident in two of the cases. Our over-all 
Cesarean section rate is 2 per cent, including repeat 
sections. 

There was no instance where Voorhees bags, 
scalp traction, or Duhrssens incisions were re- 
quired. There were no maternal deaths in this 
series. Maternal morbidity has ceased to be of major 
importance when antibiotics are used prophylac- 
tically. Only two patients in this series had a previ- 
ous or past history of prolonged labor. Reid has 
stated that these patients usually have normal 
labors in subsequent pregnancies. 

There were six fetal deaths in this group or a 
gross mortality of 6.8 per cent. Three fetal deaths 
occurred before the onset of labor, and a fourth was 
due to a gross fetal anomaly inconsistent with life 
—-giving a corrected fetal mortality of 2.3 per cent. 
These last two fetal deaths occurred in patients who 
were in labor forty hours or more. Gainey, Keller, 
and Nicolay reported a corrected fetal mortality of 
5 per cent in prolonged labor, and all fetal deaths 
occurred with labors of more than fifty hours. Reid 
in his study of prolonged labor noted that fetal 
mortality was 29 per cent in patients with more than 
forty hours of labor. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Practical Cherapeutics 


Adrenogenital Syndrome 


BY THEODORE B. SCHWARTZ, M.D. 
Duke University School of Medicine, Durham, N. C. 


Dysrunctions of the adrenal cortex, known vari- 
ously as adrenogenital syndrome, adrenocortical 
virilism, female pseudohermaphroditism, and macro- 
genitosomia precox in the male, are infrequently 
encountered in the general practice of medicine. 
This fact may, perhaps, be of interest to the statis- 
tically-minded physician, but it provides small com- 
fort to the patient who suffers from such an afflic- 
tion. These hormonal disturbances deserye em- 
phasis in spite of their relative rarity, since, in 
recent years, rapid strides have been made in the 
accuracy of diagnosis and the efficacy of treatment. 
The patient, who formerly was subject to death in 
infancy or to a life encumbered by a misshapen 
body and psyche, may now look forward to a rea- 
sonably normal existence. 


Etiology 


The clinical syndromes to be descriosd are the 
result of either hyperplasia or tumor of the adrenal 
cortex. As indicated in Table 1, hyperfunctioning 


Table 1. Causes of adrenogenital syndrome. 


incidence of 
development period hyperplasia tumor 


Fetal ++++ 0 
Prepuberal o* 
Postpuberal ++ ++ 


*1 case reported. 


tumor does not occur in fetal life but is almost in- 
variably the causal factor when the disorder begins 
in the period between birth and puberty. This is 
an important diagnostic point which will be men- 
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tioned again later. After puberty either lesion may 
occur. 

What is known of the pathogenesis of these 
endocrine disturbances is represented diagram- 
matically in Figure 1. Normai anterior pituitary- 
adrenal interrelationships provide a rather classical 
example of how an organism provides a constant 
internal environment for itself (Figure 14). The 
anterior pituitary secretes the now familiar hor- 
mone, adrenocorticotropin (ACTH), into the blood. 
Upon contact with the adrenal cortex, ACTH pro- 
vokes the release into the circulation of a wide 
variety of adrenal steroids. Included among these 
are well-known hormones such as cortisone, hydro- 
cortisone, and perhaps small quantities of male 
and female sex hormones as well. When the con- 
centration of adrenal corticoids in blood increases 
above the optimal level, anterior pituitary function 
is inhibited so that the secretion of ACTH, and 
subsequently of adrenocortical hormones is dimin- 
ished. In this fashion, the elevated adrenal steroid 
concentration is returned to the normal optimal 
level. A reverse sequence of events takes place 
when the blood levels of adrenal hormones fall 
below the optimal level. The net result is that the 
normal individual, to no one’s surprise, success- 
fully maintains a normal blood adrenal steroid 
concentration. This ingenious self-regulating system 
is an excellent example of a biologic “feed-back” 
mechanism, a term currently dear to the hearts of 
cyberneticists and science fiction fans. 

Adrenocortical hyperplasia may be primarily a 
disturbance in pituitary function, as illustrated in 
Figure 1B. Here, ACTH production is excessive 


and the adrenal cortex responds by secreting ex- 


» 
ivye 


NORMAL 


cessive quantities of steroids, including, in addi- 
tion to the normal varieties, large amounts of 
androgens (rarely estrogens) and, perhaps, steroid 
compounds which inhibit the action of the physi- 
ologic corticoids. This overabundant secretion of 
abnormal steroid hormones is apparently ineffective 
in inhibiting the pituitary production of ACTH. 
The “feed-back” mechanism is figuratively fed up. 

In Figure 1C, the disrupting effect of a hyper- 
functioning adrenocortical tumor (adenoma or, 
more frequently, carcinoma) is demonstrated. With 
the arrogance characteristic of most neoplasms, 
these tumors continuously secrete quantities of 
steroids without regard to the economy of the 
organism. Again, these steroids have both normal 
and abnormal configurations (usually large ex- 
cesses of androgens) but, in this instance, the 
anterior pituitary secretion of ACTH is success- 
fully inhibited with the resultant atrophy of normal 
adrenocortical tissue. 


Clinical Manifestations 


The excessive and abnormal secretion of andro- 
gens by the adrenals results in the adrenogenital 
syndrome which is seen, in order of frequency, as 
masculinization in the female (including female 
pseudohermaphroditism), precocious virility in the 
male (macrogenitosomia precox), and very rarely 
feminization in the male (male pseudohermaphro- 
ditism). 

In the Female. Female pseudohermaphroditism 
begins in fetal life and is recognizable at birth if 
more than the most casual examination of the 
genitalia is made. The clitoris is hypertrophied and 
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Figure 1. 


has a hypospadic crease. Instead of the normal 
separation of urethral and vaginal orifices, there is 
a single urogenital sinus. Testes are, of course, not 
palpable in the labial folds which may superficially 
resemble a scrotum. 

The malign influence of the androgens continues 
after birth, with resultant additional evidences of 
early masculinization. The clitoris continues to en- 
large as, indeed, does the entire body. There is 
remarkable acceleration of growth in stature, in- 
cluding both bone and muscle, and male secondary 
sex characteristics appear within the first five years 
of life. There may be deepening of the voice and 
the appearance of pubic, chest, and axillary hair, 
temporal baldness, and acne. Because of premature 
closure of epiphyses, these females attain adulthood 
as rather short muscular individuals. Breasts remain 
undeveloped and menses absent. In most instances, 
the social and psychologic role of the male is 
accepted. 

If virilization occurs after birth, the ultimate pic- 
ture is essentially the same except that, of course, 
there is no urogenital sinus. The clitoris hyper- 
trophies and menses disappear. 

In the Male. The clinical picture in the male dif- 
fers in that usually no genital abnormalities are 
observable at birth so that the diagnosis of macro- 
genitosomia precox is usually made later in infancy 
or childhood when the genitalia, with the excep- 
tion of the testes, show obvious precocious enlarge- 
ment. Somatic and secondary sexual development 
then proceeds at an alarmingly accelerated rate, 
with striking muscularity—the “infant Hercules.” 
If the affliction appears in adolescence or later. 


no obvious changes are discernible since “mas- 
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culinization” of an adult male is, not unexpectedly, 
a rather nebulous clinical entity. When available, 
17-ketosteroid (which include androgenic steroid) 
determinations serve to complete the clinical pic- 
ture, since abnormally large quantities are con- 
stantly excreted in the urine in both males and 
females. 

Additional Findings. The troubles of these un- 
fortunates do not end with the rather bizarre train 
of events just described. Occasional patients have 
shown hypoglycemia, Addisonian pigmentation, 
and, paradoxically, hypertension. The most com- 
mon and, by far the most dangerous, variant of this 
syndrome is that of concomitant adrenal insuffi- 
ciency which occurs in about one-third of the cases, 
usually making its appearance shortly after birth. 
To add to the patient’s difficulties, the correct 
diagnosis may be easily overlooked. 

Since complicating adrenal insufficiency occurs 
five times more frequently in males (who are born 
with normal genitalia) than in females, the physi- 
cian cannot rely on the presence of genital mal- 
formations to raise his index of suspicion. The 
infant becomes ill with anorexia, frequent vomiting. 
and occasional diarrhea, with resultant malnutri- 
tion and dehydration. Occasionally, the patient is 
explored for a nonexistent pyloric stenosis because 
the deficiency in salt-retaining adrenal steroids is 
unrecognized. Microcardia may be present, and 
vascular collapse may supervene. If serum electro- 
lytes are determined, the characteristic findings of 
Addison’s disease are revealed: low sodium and 
chloride and elevated potassium. A profitable and 
less demanding procedure is the estimation of 
urinary chlorides. High chloride excretion in the 
face of marked dehydration should suggest serious 
consideration of the diagnosis of adrenal insuffi- 
ciency. Salt craving may appear if the child sur- 
vives to the age where such discrimination is possi- 
ble. Unless given specific treatment, the infant will 
often die within the first four months of life. 

In general, the adrenogenital syndrome is con- 
siderably less common in male than in female chil- 
dren. This inequality may be due, in part, to the 
fact that males frequently have associated adrenal 
insufficiency which too often proves fatal in infancy. 


It is of prime importance to separate diagnosti- 
cally adrenal tumor from adrenal hyperplasia. Un- 
less this is done, patients with adrenal hyperplasia 
may suffer needless major surgery, and those with 
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Table 2. Points of difference between congenital adrenal 


hyperplasia and tumor. 
manifestation hyperplasia tumor 

Birth* or Infancy or 

Age at onset infancy childhood 

Family history 4 

Sex incidence 2.5:1 4:1 

(female:male) 
Adrenal insufficiency ot 
Response to cortisone therapy + i) 


*Onset at birth occurs only in females. 
{Severe but temporary adrenal insufficiency may occur post- 
operatively. 


adrenal tumor may be deprived of an opportunity 
to obtain a permanent cure. 

Major points of differentiation are presented in 
Table 2. If the patient with adrenogenital syndrome 
shows genital malformations, the problem is simpli- 
fied; the lesion is congenital and, therefore, hyper- 
plastic. Exceptions to this refreshing bit of medical 
dogma may appear in the future, but this point will 
continue to deserve emphasis. Conversely the pre- 
puberal female, born without malformed genitalia, 
who later shows evidence of masculinization before 
puberty will very likely have a tumor. After puberty, 
either tumor or hyperplasia may occur in either sex. 

Not infrequently and especially among male 
infants, a story of unexplained death in infancy or 
of frank adrenocortical virilism in siblings may be 
revealed. A positive family history may be particu- 
larly helpful since, as noted previously, the diag- 
nosis is beset with difficulties in the male at birth 
or early in infancy. 

Of less assistance is the fact that, although both 
adrenal hyperplasia and tumor are more common 
in females than in males, this inequality is more 
notable in patients with tumor. If the diagnosis of 
adrenogenital syndrome with adrenal insufficiency 
is established, again differentiation is simple; the 
diagnosis is adrenal hyperplasia. 

Finally, perhaps most definitive is the response 
to cortisone administration. This provides not only 
an excellent diagnostic test, but also is the basis 
for the most effective treatment for adrenocortical 
hyperplasia. Dr. Lawson Wilkins at the Johns 
Hopkins Hospital found that, following the ad- 
ministration of cortisone to patients with adrenal 
hyperplasia, the abnormally elevated urinary 17- 
ketosteroid excretion falls dramatically toward the 
normal range. This does not occur in patients with 
hyperfunctioning adrenocortical tumors; the high 
17-ketosteroid excretion remains unaffected. Why 
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the hyperplastic gland, unlike the neoplastic gland, 
is affected by the administration of cortisone is 
discussed below. 

Conditions To Be Differentiated. It should be 
borne in mind that other diseases may be confused 
with the adrenogenital syndrome. At birth female 
pseudohermaphroditism may be indistinguishable 
from the very rare “true” hermaphroditism. The 
latter may be genetic rather than congenital in 
origin, in that these individuals are thought to 
possess both male and female genes and may 
present with one ovary and one testis or with 
gonads containing both true ovarian and testicular 
tissue. They show no evidence of precocious somatic 
or sexual development and have normal quantities 
of 17-ketosteroids in the urine. 

True sexual precocity, which is not adrenal in 
origin, does occur in both sexes as a result of mid- 
brain or hypothalamic damage. It is likely that the 
pinealoma-induced sexual precocity we all heard 
about (but never saw) in medical school, is prob- 
ably the result of extrinsic pressure of the tumor 
on the hypothalamus. In this syndrome, in males 
the testes mature and may produce sperm, while 
in adrenogenital syndrome the testes remain small 
and immature. 


Treatment of Adrenal Hyperplasia 


The use of cortisone in the treatment of adrenal 
hyperplasia, first reported by Dr. Wilkins, is one 
of the more elegant examples of the practical appli- 
cation of physiopathologic principles. The problem, 
previously dealt with and diagrammatically repro- 
duced in Figure 2A, lies in the insubordinate 
anterior pituitary, which, true to the nature of the 
uninhibited, indulges in excesses of ACTH release, 
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with the resultant overabundant and abnormal 
adrenocortical secretion. The solution is found in 
subjugating pituitary activity to the needs of the 
organism by the administration of cortisone (Figure 
2B). This exogenous hormone effectively inhibits 
hypophyseal activity so that ACTH production is 
decreased. Consequently, the hyperplastic adrenal 
glands regress in size, and the adrenal androgen 
secretion is sharply reduced. Furthermore, the 
cortisone is helpful in combating adrenal insufh- 
ciency if it exists. 

Unfortunately, careful management requires re- 
peated measurement of urinary 17-ketosteroid ex- 
cretion, a rather specialized procedure which, how- 
ever, is becoming increasingly available to the pro- 
fession. Intramuscular cortisone is preferable for 
initial suppressive action, since the hormone, ad- 
ministered as a suspension, is slowly but steadily 
absorbed from the injection site. Doses of 25 mg. 
daily to children under 2 years, and 50 mg. daily 
for those over the age of 2, are used. Optimal effect 
is achieved in five to ten days; 17-ketosteroid values 
falling from high ranges (10 to 60 mg. per day in 
children and adolescents; 3 to 5 mg. per day in 
infants) to only slightly elevated levels (1 to 6 and 
0.5 to 1.5 mg. per day, respectively). 

The decreased levels are maintained by smaller 
oral or intramuscular doses of cortisone which 
must be individually determined. It is important 
that this chronic maintenance dose be the minimal 
amount required to achieve maximal suppression 
of androgenic activity as indicated by maximal re- 
duction in 17-ketosteroid excretion. Most physi- 
cians are now all too familiar with overdosage 
effects of cortisone, and these must be avoided 
since therapy must be continued over a period of 
years. 
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It has been only about two years since continu- 
ous cortisone therapy was first begun, but the 
therapeutic responses attained thus far have been 
quite heartening. In postpuberal females, acne is 
abolished, hirsutism decreases, regular menses ap- 
pear, breasts develop, and the face and figure take 
on feminine contours. Changes in prepuberal girls 
are somewhat anomalous, in that cortisone therapy 
appears to halt masculinization, but these patients 
may develop adolescent breasts. 

In general, comparable effects are noted in boys. 
Testes enlarge and mature, and growth continues 
at a slower pace. Infants of either sex respond with 
reversion to normal rates of osseous and somatic 
development. 

Less satisfactory is the fact that no salutary 
changes in external genitalia have been noted in 
any patients treated with cortisone. It appears that 
plastic surgery will be required to effect appropriate 
changes. 


Associated Adrenal Insufficiency 


A major therapeutic challenge is presented by the 
infant or child with adrenocortical virilism and as- 
sociated adrenal insufficiency. Nonelectrolyte meta- 
bolic defects, such as hypoglycemia, which, inci- 
dentally, occur quite infrequently, are corrected 
neatly by the doses of cortisone used to suppress 
androgenic activity. The far more common propen- 
sity to lose salt and water and to retain potassium 
requires considerable augmentation of the thera- 
peutic regimen. The electrolyte abnormalities are 
corrected by giving, by the most convenient route, 
2 to 5 grams of sodium chloride per day, with ade- 
quate fluid replacement. Intramuscular desoxycorti- 
costerone (1 to 4 mg. depending on the patient’s 
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sulting from adrenal 
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(B) illustrating need 
for postoperative ad- 
ministration of corti- 
sone until normal pi- 
tuitary function re- 
turns. 
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size), along with cortisone, is given daily as well. 

After the life-threatening acute phase is under 
control, the finer adjustment of salt and desoxy- 
corticosterone dosage is carried out. Again, when 
available, determinations of serum electrolytes pro- 
vide the most concrete information, but helpful as- 
sistance is provided by carefully evaluating the pa- 
tient’s state of hydration. Overtreatment results in 
overhydration. Clinical indices such as weight, 
hematocrit, and tissue turgor are indispensable aids. 
In older children, blood pressure measurements add 
to the accuracy of the clinical impression, since ar- 
terial tension may rise to abnormal levels with ex- 
cessive therapy and fall when treatment is inade- 
quate. Minor adjustments can be made by varying 
the added salt intake. 

There has been as yet no crystallization of opinion 
regarding the duration of therapy for adrenal hy- 
perplasia, with or without salt-losing tendencies. 
Although there is some hint that remissions may 
persist after prolonged therapy is discontinued, the 
consensus is that treatment must be measured in 
terms of years (perhaps for life) rather than in 
months. In those rare instances in which male pseu- 
dohermaphroditism (feminization) occurs, the same 
therapeutic regimen is followed. 


Treatment of Adrenal Tumors 


Adrenal tumors must, of course, be extirpated. 
This, however, does not relieve the clinician of all 
responsibility, since supportive therapy may be ex- 
tremely important. As suggested previously and in- 
dicated again in Figure 3A, sensitive pituitary -adrenal 
interrelationships are “short-circuited” by the gross 
outpouring of steroids from the adrenal tumor. This 
leads to overinhibition of the pituitary gland, and 
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the adrenal cortices atrophy for want of ACTH stim- 
ulation. Immediately following surgical removal of 
the neoplasm (Figure 3B), the patient’s supply of 
essential adrenal corticoids may fall to precariously 
low levels, and frank Addisonian-like crisis may 
ensue. This being so, physiologic rationality would 
suggest the use of preoperative ACTH, which would 
enliven the atrophic adrenals. Medical caution, how- 
ever, warns that it could be possible for ACTH to 
precipitate metastatic spread of a localized adrenal 
carcinoma. For this reason, patients are supported 
during and following operation by the administra- 
tion of cortisone or hydrocortisone. This secondary 
adrenal insufficiency is always temporary; normal 
function is restored as the pituitary gland regains its 
sensitivity to low peripheral corticoid concentration. 

The subsequent course of these patients is de- 
pendent on the pathologic diagnosis. Those with 
adenoma have no further difficulties, and patients 
with encapsulated carcinoma may live, without 
symptoms, for several years. The excretion of 17- 
ketosteroids falls to normal following removal of the 
tumor. A subsequent rise in 17-ketosteroid excre- 
tion signals the appearance of hyperfunctioning 
metastases. 


Psychologic Problems 


A final problem in therapy must not be neglected. 
It is imperative that the true sex of the patient be 
unequivocally ascertained as early in life as is pos- 
sible so that the social and psychic impact of a 
“change” in sex be prevented or minimized for both 
patient and family. Such “changes” are frequently 
necessary in female pseudohermaphrodites. The hy- 
pertrophic clitoris should be amputated without de- 
lay. 

The child’s parents must have a clear under- 
standing of the metamorphosis that specific therapy 
will provide. Unusual resistance on the part of par- 
ents for reasons of expediency, such as “we need a 
boy to help on the farm,” should be firmly dealt with. 

The situation in the adult pseudohermaphrodite 
becomes considerably more complex, and expert 
psychologic evaluation is essential before a final de- 
cision is reached. Patients must be possessed of a 
high degree of malleability in personality structure 
in order to tolerate the profound changes in outlook 
and activity that are required to make this rather 
fundamental transition. The choice may be an ex- 
tremely difficult one for all concerned, and some 
adults with adrenal hyperplasia are, perhaps, better 
left untreated. 


Conclusions 


Adrenogenital syndrome is an uncommon dis- 
order characterized by masculinization in the female 
and precocious isosexual development in the male. 
It is the result of adrenal hyperplasia or tumor, the 
former responding to cortisone therapy and the 
latter to surgical removal. The importance of prompt 
recognition and treatment of concomitant adrenal 
insufficiency of the “‘salt-losing”’ type is emphasized. 


Illustrative Cases 


Adrenal Hyperplasia with Salt Loss. D.C.T. was 
first seen at Duke Hospital at the age of 4% months. 
The family history was noncontributory. The preg- 
nancy and delivery were uneventful, and he appeared 
to be entirely normal at birth, weighing 5,160 Gm. 
At the age of 4 days, nonprojectile vomiting began 
and persisted despite many formula changes. At age 
3 months, “blood NaCl was 310 mg. per 100 cc.” 
and he was given cortisone, 5 mg. every six hours 
intramuscularly, for five days without appreciable 
effect. Following this an exploratory laparotomy 
was carried out. Although no definite abnormalities 
were found, a pylorotomy was performed. The vom- 
iting persisted. Stools remained normal and con- 
tained trypsin. 

On admission, the child appeared as pictured in 
Figure 4A. He weighed 1,000 Gm. less than at birth 
and was cachectic and dehydrated. The liver edge 
was felt 3 cm. below the costal margin; no other 
abdominal masses were palpated. Hemoglobin was 
12 Gm. per cent. Despite dehydration, urine con- 
tained 5 to 7 Gm. of chloride per liter. Serum elec- 
trolyte values in milliequivalents per liter were: 
sodium 125, potassium 5.6, and chloride 82.7. Uri- 
nary 17-ketosteroid excretion was 5.85 mg./24 
hours. Bone age was estimated as normal. 

The child was hydrated with intravenous saline 
and given desoxycorticosterone, 2 mg. per day, 
intramuscularly, and 2 Gm. of salt was added to the 
formula. Intramuscular cortisone, 25 mg. every 
fourth day, was given as well. Vomiting ceased, 
serum electrolytes reverted to normal, and the child 
improved rapidly. Six weeks after admission, under 
local anesthesia, a 125 mg. desoxycorticosterone 
pellet was implanted beneath the left scapula. Corti- 
sone in unchanged dosage was continued, and the 
child was discharged with instructions to have 3 
Gm. of salt added to the formula. At this time, uri- 
nary 17-ketosteroids were strikingly reduced to 
1.78 mg./24 hours. 
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The subsequent course was uneventfully smooth. 
Figure 4B shows the child at 13 months of age. 

Adrenal Hyperplasia with Masculinization and 
Adrenal Insufficiency. The patient, M.J.B., was found 
to have a genital malformation at birth so that sex 
was uncertain, but, with this understanding, the 
child was baptized as a boy. He appeared to develop 
normally in all other respects, and no secondary sex 
characteristics became apparent. It was noted that 
at an early age the child had an abnormal craving 
for salt. A sibling with similar genital deformities 
died at the age of 3 weeks following generalized 
weakness. 

The child was brought to Duke Hospital at 3 
years of age, and on physical examination appeared 
to be quite healthy, as pictured in Figure 5A. A 
typical hypertrophied phallus (Figure 5B) and uro- 
genital sinus were noted. No gonads could be pal- 
pated in the labial folds or by rectum. Blood chem- 
ical determinations were rewarding. NPN was 43 
mg. per cent; CO, combining power, 52 vol. per 
cent; serum chloride, 89.9 mEq/l.; serum sodium, 
130.4 mEq/l.; potassium, 5.4 mEq/l. Excessive 
amounts of chlorides were excreted in the urine. 
These findings are typical of adrenal insufficiency. 
By x-ray, bone age was estimated to be between 4 
and 4% years. Attempts at urine collections for 17- 
ketosteroid determinations were unsuccessful. 

The patient was given cortisone, 50 mg. per day, 
without apparent change in the serum electrolyte 
pattern, and following this the patient was dis- 
charged taking cortisone, 12.5 mg. b.i.d. by mouth 
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Figure 4A. (left). Emaciation and dehy- 
dration secondary to adrenal insuffici- 
ency in a 4¥4-month-old infant whose 
primary problem was adrenal hyfer- 
plasia. Figure 4B. Same child at 13 
months, after treatment with cortisone, 
desoxycorticosterone, and salt. Figure 5A 
and B. (below). Adrenal hyperplasia with 
enlargement of clitoris. 
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and desoxycorticosterone acetate, 1 mg. intramus- 
cularly daily. 

When seen three weeks later, serum electrolytes 
were found to be normal, and the child appeared 
unchanged. Four months later in February, 1952, ere Pale 
the child was readmitted to the hospital following Figure 6A and B. Adrenal hyperplasia age ee 
discontinuance of hormone therapy which resulted 
‘ ‘ ‘ re and D. Same patient at age 9, after amputation of clitoris 
in weight loss, increased salt craving, and striking — and before commencement of treatment with cortisone. 
irritability. Results of 17-ketosteroid determinations 
at this time were 9.4 and 5.7 mg./24 hours. The 
child was again discharged taking 6.25 mg. cortisone 
orally b.i.d., and a 125 mg. desoxycorticosterone 
pellet was implanted in the left interscapular area. 
Arrangements were made at this time to meet the 
social, psychologic, and legal problems entailed by 
the change in the child’s sex to that of a female. The 
child was followed in the outpatient clinic and did 
quite well on this regimen. The serum electrolytes 
remained normal, and 17-ketosteroid excretion de- 
termined in April, 1953, was 2.7 mg./24 hours. 

Adrenal Hyperplasia with Masculinization. M.V.S. 
is an only child who, at birth, was thought to have 
normal female genitalia. Congenital hemolytic ic- 
terus, relieved by splenectomy, was diagnosed in the 
mother and maternal grandfather. At 2 months of 
age, gradual enlargement of the infant clitoris was 
noted. Because ot splenomegaly, jaundice, and 
anemia, splenectomy was performed when the pa- 
tient was 2 years old. At the time of laparotomy 
inspection of the pelvic contents revealed normal 
female genitalia. Two years later, the patient began 
to grow inordinately rapidly, the phallus showed 
further enlargement, and pubic hair and acne ap- 
peared. 

When seen at Duke Hospital at the age of 5 years, 
the patient appeared as seen in Figure 6A. There was 
an acneform eruption over the face, shoulders, and 
chest, a husky voice, increased body hair, and axil- 
lary and pubic hair were present. The enlarged 
erectile phallus and urogenital sinus are shown in 
Figure 6B. X-rays revealed a bone age of 10 years, 
and a glucose tolerance test was normal. The scrotal- 
like tissue contained no gonads. 

A laparotomy was performed and ovaries identi- 
fied. Following this, an adrenal exploration was 
performed. Both glands were found to be about four 
times normal size, and one-half of each gland was 
removed, Urinary 17-ketosteroids were 15.6 mg. 
per day preoperatively and 22.6 mg. per day post- 
operatively. 

The child remained essentially unchanged and 
eight months later, at age 6, the enlarged clitoris 
was amputated. Excretion of 17-ketosteroids was 


78 GP © Volume IX, Number 2 


= 
Gene 
° 
a 
< 
7 
AS 
* 
‘ 


Figure 7A. Adrenal hyperplasia with masculi- 
nization in an 84-year-old girl. Figure 7B. 
Same patient at 10 years of age, after amputa- 
tion of phallus and treatment with cortisone. 


13.3 mg. per day. She was again seen in January of 
1950 at age 7 when it was noted that accelerated 
growth was continuing, with a bone age of 13 years 
and 17-ketosteroid excretion of 12.1 mg. per 24 
hours. Six months later, status remained unchanged ; 
17.7 mg. of 17-ketosteroids were excreted in 24 
hours. 

At age 9, shown in Figures 6C and D, patient was 
started on cortisone, 12.5 mg. every 12 hours by 
mouth. After four months, 17-ketosteroids fell from 
20.7 to 8.8 mg. per 24 hours. Two months later, 


FAMILIAL 


CLUBBING 


OF THE 


DIGITS 


Ciussinc of the fingers and toes may be associated with chronic 
suppurative lung disease, cyanotic congenital heart disease, sub- 
acute bacterial endocarditis, liver cirrhosis, and inflammatory or 
neoplastic disorders of the gastrointestinal tract. However, not all 
clubbing of the fingers or toes indicates serious organic dysfunction, 
according to Talbott and Montgomery. These authors studied a 
large family comprising five generations in which a majority of the 
members exhibited clubbing of the fingers and toes without evidence 
of systemic disease. (Arch. Int. Med., 92:697, 1953.) 


menstrual bleeding and breast development began, 
and acne decreased consideraby, and 17-ketoster- 
oids dropped to 4.6 mg./24 hours. 

Adrenal Hyperplasia with Masculinization. L.R.H. 
was first admitted to Duke Hospital at the age of 84% 
years on August 28, 1951. Family history was not 
contributory. At birth, the child was entirely normal 
except that the clitoris was thought to be enlarged. 
It had grown steadily since then and, over the past 
year, axillary and pubic hair had made their ap- 
pearance. Occasional vaginal spotting was noted 
associated with some breast tenderness and enlarge- 
ment. Her appearance at this time is pictured in 
Figure 7A. The physical examination, aside from 
findings already apparent, revealed a husky voice 
and strikingly enlarged clitoris with the character- 
istic hypospadic crease and urogenital sinus. Bone 
age was estimated at 10 to 13 years. Blood chemical 
studies and BMR were normal. Due to involuntary 
voiding, complete urine collections for 17-keto- 
steroid determination could not be obtained. 

An exploratory laparotomy was performed, with 
biopsy of a normal ovary. The phallus was ampu- 
tated. The vagina, cervix, and uterus were found to 
be entirely adequate. No adrenal enlargement could 
be found. After an uneventful recovery, the patient 
was discharged. 

In November, 1952, after 17-ketosteroids were 
found to be 11.9 and 15.0 mg. per 24 hours, the 
patient was started on cortisone, 12.5 mg. b.i.d. by 
mouth. Urinary estrogen level was found to be 79 
micrograms per day, a markedly elevated value for 
a child of this age. 

In March of 1953, cyclic vaginal bleeding began, 
and the 17-ketosteroid levels fell progressively to 
1.4 mg. per day in July, 1953. With vaginal bleed- 
ing, obvious increase in breast development has ap- 
peared (Figure 7B). In March, 1953, 17-ketosteroids 
were found to be increased to 5.6 mg. per day, and 


the dosage of cortisone was increased to 12.5 mg. 
t.i.d. 
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Peritonitis 


BILE peritonitis is an abdominal catastrophe which results in 
immediate mortality in 60 per cent of cases and the appear- 
ance of biliary fistulas or chronic adhesive peritonitis in 
many of the remaining 40 per cent, according to a recent re- 
port by McGuire. The most common cause of this condition 
is rupture of the common bile duct, usually following sur- 
gery on the biliary system. Less commonly it may follow 
leakage from accessory hepatic ducts following cholecystec- 
tomy, perforation of the gallbladder, injury to the liver, or 
intra-abdominal wounds. The peritoneal surfaces are sud- 
denly flooded with a chemical irritant, and since in most 
instances the bile is infected, the patient suddenly becomes 
desperately ill during the period in which he is convalescing 
from a cholecystectomy or other biliary tract operation. 

Rupture of the common bile duct may occur at any time 
from twelve days to three and one-half years following 
cholecystectomy or choledochostomy. The most common 
cause is increased pressure due to a common duct stone, 
spasm, or carcinoma of the sphincter of Oddi. It may also 
follow chronic pancreatitis, a nonfunctioning common duct 
tube, or a stricture. A retained common duct stone accounts 
for 90 per cent of common duct ruptures. 

Clinically, symptoms include the sudden onset of severe 
upper abdominal pain accompanied by vascular collapse, 
tachycardia, dyspnea, cyanosis, leukocytosis, and a rise in 
temperature. Abdominal tenderness and rigidity follow, 
which are at first localized and then become generalized. 
Paralytic ileus appears rapidly, and abdominal distention 
may become very severe. If the patient survives the first few 
days after the acute rupture, chronic peritonitis may de- 
velop. Since bile is an irritant, capillary walls are injured, 
and there is an increased pouring out of plasma. A few cubic 
centimeters of bile can produce the exudation of several 
hundred cubic centimeters of liquid and, ascites which may 
simulate carcinomatosis or hepatic cirrhosis is frequent. 

The treatment of this condition is immediate surgical 
exploration as soon as the diagnosis appears probable. The 
bile is evacuated, drains are inserted and, if possible, the 
common duct should be intubated. Supportive measures in- 
clude intestinal decompression, antibiotics, parenteral 
fluids, transfusions, and sedatives. 

Should the patient survive the immediate procedure, two 
complications, biliary fistula or chronic adhesive peri- 
tonitis, may supervene. In the former condition, the author 
recommended the daily injection of ether and 95 per cent 
alcohol, equal parts, followed by 1 per cent procaine solu- 
tion in warm olive oil, into the common duct tube. He stated 
that this frequently results in fragmentation and passage of a 
stone. Should it not succeed, however, surgical exploration 
is indicated. A stone, if encountered, should be removed. 
and strictures treated by end-to-end suture if possible. 
Chronic adhesive peritonitis may result in adhesions which 
require operative intervention. (Am. Surgeon, 19:946, 1953.) 
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Cips from Other Journals 


Prophylaxis of Rheumatic Fever 


THERE are two well-known approaches to prophy- 
laxis in rheumatic fever: (1) prompt, adequate treat- 
ment of all streptococcic infections; and (2) pre- 
vention of streptococcic infections in patients who 
have previously had rheumatic fever. For the latter 
purpose, long-term use of sulfonamides or penicillin 
has been thought to be effective. Recently, McVay 
and Sprunt tried chlortetracycline for this purpose, 
in a small group of rheumatic fever subjects. 

Chlortetracycline was given in doses of 250 mg. 
twice a day. Undesirable side effects were rare and 
usually transient. Results suggested that this anti- 
biotic reduced the incidence of respiratory infec- 
tions in general, improved the patients’ sense of 
well-being, favorably influenced the erythrocyte sed- 
imentation rate, and lowered the incidence of recur- 
rences of rheumatic fever. Studies on a large group 
of patients showed that long-term administration of 
chlortetracycline did not result in development of 
significant resistance by Group A beta-hemolytic 
streptococci. 

The authors concluded that the drug is a promis- 
ing prophylactic agent but that additional investi- 
gation is essential. (New England J. Med., 249:387, 
1953.) 


Hepatitis Due to Propylthiouracil 


EIsEN reports a case of fulminant hepatitis which de- 
veloped after the administration of only 300 mg. of 
propylthiouracil during one day. The patient died 
four days later, and at post-mortem, there were 
massive destruction of hepatic cells and extensive 
inflammatory changes in the liver. (New England 
J. Med., 249:814, 1953.) 
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Polyps of Rectum and Colon 


In a review of experience at the Lahey Clinic with 
polyps of the rectum and colon, Swinton and Doane 
stated that 80 per cent of these lesions were within 
reach of the 25-cm. sigmoidoscope. Since such 
polyps are thought to be forerunners of cancer, the 
authors advocated that physicians become as fa- 
miliar with the sigmoidoscope as with the stetho- 
scope. It was recommended that a sigmoidoscopic 
examination be made every other year in adults 
who do not have rectal or colonic symptoms. When 
a polyp had been fulgurated without a biopsy, it 
was customary to seek evidence of recurrence at 
six weeks, three months, and six months, and 
annually thereafter. 

Swinton and Doane mentioned that it is impor- 
tant to distinguish papillary adenomas from the 
more common adenomatous polyps. The papillary 
growths tend to grow by lateral spread and cannot 
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usually be eradi¢ated unless some type of resection 
is performed. Adenomatous polyps usually can be 
destroyed compl:ely by fulguration with the high 
frequency current. When they have a definite 
pedicle, they can be removed by snare excision and 
fulguration. For polyps at a high level that cannot 
easily be reached with the sigmoidoscope or in 
which the entire pedicle cannot be clearly observed, 
the authors recommended removal by colotomy. 


(New England J. Med., 249:673, 1953.) 


Myxedema Heart 


ALTHOUGH “myxedema heart” is a rare etiologic 
type, it is important because of the excellent pros- 
pect for recovery when desiccated thyroid is given. 
In a recent report, Marks and Roof discussed the 
mechanism for development of signs of heart failure 
in cases of myxedema. They presented evidence, 
from studies by other investigators and from their 
own experience, that pericardial effusion is an im- 
portant feature. The pathogenesis of such effusion 
is not clearly understood but, when present, it 
seems to cause cardiac compression. This in turn 
provokes signs of “right-heart failure.” Administra- 
tion of desiccated thyroid causes the pericardial ef- 
fusion to disappear rather rapidly. (Ann. Int. Med., 
39: 230, 1953.) 


INH-PAS in Tuberculous Sinuses 


Murpuy and Okano were pleased with the effective- 
ness of isoniazid and isoniazid combined with para- 
aminosalicylic acid (PAS) in the treatment of tu- 
berculous sinuses and fistulas. Results were good 
even in the patients with streptomycin-resistant tu- 
bercle bacilli. The authors recommend that all nec- 
essary auxiliary surgical procedures must be carried 
out concomitantly with isoniazid therapy. (Am. Rev. 
Tuberc., 68 :535, 1953.) 


Anemia in Bacterial Endocarditis 


Parsons, Cooper, and Scheifley reported their ex- 
perience with three cases of bacterial endocarditis 
in which the diagnosis was not made because diag- 
nosticians in each instance were preoccupied with 
obvious hematologic abnormalities—severe anemia 
in two cases, pancytopenia in the other. The au- 
thors then reviewed the records of 200 cases of bac- 
terial endocarditis and found that anemia was a 
feature in 75 per cent, was equal in incidence to 
fever, and was more often present than embolization 


(61 per cent), splenomegaly (44 per cent), cardiac 
enlargement (37 per cent), or clubbing of fingers 
(17 per cent). They recalled the maxim: “If the 
patient has a cardiac murmur and an unexplained 
fever, consider bacterial endocarditis.” To this, 
they added two new maxims: 

“If the patient has a cardiac murmur and an un- 
explained anemia, despite the absence of fever, con- 
sider bacterial endocarditis.” 

“If the patient has an unexplained fever and 
anemia, despite the absence of a convincing cardiac 
murmur, consider bacterial endocarditis.”” (Ann. 


Int. Med., 39: 318, 1953.) 


Hypertension and Coronary Occlusion 


Usinc new criteria for definition of arterial hy- 
pertension, Master re-evaluated the relationship of 
hypertension and coronary artery occlusion. The 
criteria for hypertension were defined according to 
age and sex, on the basis of blood pressure readings 
obtained in 74,000 working men and women. The 
incidence of pre-existing hypertension was deter- 
mined in 600 private patients who had suffered a 
coronary occlusion—500 men and 100 women. The 
author found that more than 70 per cent of men 
had a normal blood pressure before coronary occlu- 
sion, and concluded that hypertension “‘is not the 
all important factor in the causation of coronary oc- 
clusion in men.” On the other hand, more than 70 
per cent of women had had hypertension before 
coronary occlusion, a finding that seems to indicate 
that hypertension is a significant etiologic factor in 
this sex. (Circulation, 8: 170, 1953.) 


Reactions to Bee and Wasp Stings 


MvuELLER and Hill present a regimen for manage- 
ment of patients who develop severe reactions to 
bees and wasps. Although rare, such reactions oc- 
casionally provoke shock or even sudden death. 
Most of these patients have a history of previous 
stings, with severe local reactions, sometimes with 
asthma, or with a delayed syndrome resembling 
serum sickness. The authors believe that such pa- 
tients should undergo desensitization with appro- 
priate insect extracts. 

When the responsible insect has not been posi- 
tively identified, it is best to use a mixed extract of 
bee, paper wasp, hornet, and yellow jacket. Other- 
wise an extract from a single insect can be used. 
The patient first receives an intracutaneous test 
with 1:1,000,000 dilution of the antigen. If the test 
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is negative, treatment is begun with 0.1 cc. of this 
dilution. Inoculations are given once or twice a 
week, somewhat according to the schedule shown 
in the following table, reproduced from the original 
article. 


Dosage Dosage Dosage Dosage Dosage Dosage 
with with with with with with 
1:1,000,000 1:100,000 1:10,000 1:1000 1:100 1:10 
Dilution Dilution Dilution Dilution Dilution Dilution 
cc. ec. ec. ce. cc. ec. 
0.05 0.05 0.05 0.05 0.05 0.05 
0.10 0.10 0.10 0.10 0.075 0.075 
0.20 0.20 0.20 0.20 0.10 0.10 
0.40 0.40 0.40 0.30 0.15 0.15 
0.40 0.20 0.20 
0.30 0.30 
0.40 0.40 


When a dose is reached that represents the max- 
imum amount the patient will tolerate (0.3 cc. or 
0.4 cc. of the 1:10 dilution, or less), this top dosage 
is given once a month for three years. The original 
article also contained a list of manufacturers of bee 
and wasp extracts, as follows: 


Table 2. Manufacturers of bee and wasp extracts. 


manufacturer product 
Hollister-Stier Laboratory Graduated dilutions of bee, paper wasp 
2031 North 63rd St. and yellow jacket—seporate or in 
Philadelphia mixture 


Cutter Laboratories 

4th and Parker St. 

Berkeley 10, Cal. 

C. E. Blatt 

Independence, Mo. 

Southwest Mold & Antigen 
laboratory 

1009 Northeast 17th St. 

Okichoma City, Okla. 

Sharp and Sharp 

3402 Norton Ave. 

Everett, Wash. 

Steman Laboratories 

1205 Northeast 1 8th St. 

Oklahoma City 11, Okla, 

Center Laboratories 

748 Sterling Place 

Brooklyn 16, N.Y. 


Graduated dilutions of bee extract 


Powdered, dried, defatted paper wasp; 
bee body for making extracts. 


Powdered, dried, defatted paper wasp; 
bee body for making extracts. 


Powdered, dried, defatted paper wasp; 
bee body for making extracts. 


Powdered, dried, defatted paper wasp; 
bee body for making extracts. 


Pp. 
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d, dried, defatted paper wasp; 
bee body for making extracts. 


—(New England J. Med., 249:726, 1953.) 


Postoperative Acute Cholecystitis 


ScHWEGMAN and De Muth reported seventeen cases 
in which acute cholecystitis developed during the 
early postoperative period following surgical treat- 
ment of disease unrelated to the biliary system. 
There was a high incidence of calculi-free gallblad- 
ders (35 per cent). The authors speculated regard- 
ing the genesis of this unusual postoperative com- 
plication. They mentioned as potential factors (1) 
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biliary stagnation due to anesthesia, fasting, and 
narcotics; (2) pre-existing calculous disease of the 
gallbladder; (3) sudden kinetic effect on the biliary 
system when food is ingested after a period of fast- 
ing. They mentioned the obvious difficulties of 
diagnosis of acute cholecystitis during the post- 
operative period, and suggested that the gallbladder 
be routinely palpated during abdominal operations 
if the organ is accessible and if such palpation does 
not add to the risk of operation. (Surg., Gynec. & 
Obst., 97: 167, 1953.) 


Air Pollution and Lung Cancer 


As part of his study of the effects of air pollution 
on health and on the prevalence of diseases, Mills 
found that cancer of the respiratory tract was al- 
most twice as prevalent in “laborers” residing in 
“dirty” districts of Chicago as in “laborers” resid- 
ing in districts where the air was less polluted. He 
concluded: 

**While we would not say that urban air pollution 
is responsible for ‘the increased incidence of lung 
cancer,’ it does seem to be one significant factor in 
this increase. Any factor associated with a doubling 
of the lung cancer rate is certainly significant, es- 
pecially when its doubling can scarcely be linked 
to housing, nutritional state, socio-economic status 
or any other environmental factor except irritants 
in the air breathed.” (Am. J. M. Sc., 226: 117, 
1953.) 


Prevention of Dental Caries 


AccorpiInG to Fosdick and co-workers there are 
good reasons for supposing that formation of acid 
on tooth surface is the immediate cause of dental 
caries. On this basis, they propose an approach to 
control of dental caries by application of acid in- 
hibitors to the tooth surface. Currently they are 
studying substances that combine the property of 
acid inhibition with a property of remaining at- 
tached to dental plaque material for relatively long 
periods. Two such compounds—sodium N-lauroyl 
sarcosinate and sodium dehydroacetate—have been 
incorporated in dentifrices or mouthwashes, and 
preliminary appraisal of their value in preventing 
dental caries is encouraging. (J. Dent. Res., 32: 
486, 1953.) 

Penicillin is another substance having these 
properties for acid inhibition. Hill, Sims, and New- 
man therefore prepared a paste dentifrice contain- 
ing 1,000 units of procaine penicillin per gram. 
They observed the effects of using this dentifrice 
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for one year in a regimented program for school 
children. They found evidence of “‘a slight reduc- 
tion in dental caries” as a result of using the denti- 
frice. They added a warning: “However, the effec- 
tiveness is not of such a magnitude that it would be 
reasonable to expect that such a dentifrice, used 
irregularly by the public in an unregimented pro- 
gram, would be of material value in the reduction 
of the incidence of dental caries.” 

Incidental to the use of the penicillin dentifrice, 
they reported emergence of penicillin-resistant 
streptococci and other organisms. (J. Dent. Res., 
32: 448 and 453, 1953.) 


Patent Ductus Arteriosus 


In cases of patent ductus arteriosus, the incidence 
of superimposed bacterial endarteritis is about 25 
per cent. In the era before antibiotics were avail- 
able, surgical closure of the patent ductus cured 
superimposed bacterial endarteritis in about 75 per 
cent of cases. In connection with the report of a 
rare case of spontaneous recovery of bacterial end- 
arteritis, Chiles and associates state that antibiotics 
give a cure rate of 80 to 90 per cent for this com- 
plication. Surgical closure of the patent ductus can 
therefore usually be postponed until several months 
after effective antibiotic therapy. In instances in 
which antibiotic therapy is ineffective, the opera- 
tion must be done while the infection is active. 
(Proc. Staff Meet., Mayo Clin., 28: 520, 1953.) 


Cellulose Sponges in Surgery 


As a result of recent experiments performed at the 
Buffalo General Hospital, Paine and Egan have con- 
cluded that sponges made of cellulose have certain 
definite advantages in surgery over the usual gauze 
squares. The sponges (obtainable from the O-Cel-O 
Division of General Mills Inc., Buffalo, New York) 
were made by dissolving cellulose in sodium hy- 
droxide and carbon disulfide and then extruding it 
through a special orifice to give the size, shape, and 
thickness of the finished product. Flecks of barium 
were incorporated to provide an evenly distributed 
radiopaque pattern. The sponges were 1 mm. thick 
when dry, 3 mm. thick when wet. The tensile 
strength was approximately 90 lb. per square inch. 

It was determined by experimentation that the 
total absorption by weight was nearly twice that of 
cotton gauze sponges. When the sponges were im- 
planted in dogs, in the pericardial sac, hilus of the 
lung, pleura, diaphragm, and omentum, they were 


easily discernible because of the incorporated bav- 
ium. Although there was some fibrosis and evidenc« 
of reaction about them, the authors found that this 
reaction was no greater than from gauze squares. 
The new sponges were employed in the operat- 
ing room in approximately forty major surgical o))- 
erations. It was found that they were remarkably 
absorptive and facilitated the treatment of smal! 
bleeders in the skin and subcutaneous tissue. The 
resilience and thickness of the material now avail- 
able made it somewhat less adaptable for handling 
small structures. Because of its tremendous absorp- 
tive power, however, it was found to be ideal for use 
as a pack or as protection for the edges of an inci- 
sion when retractors or rib spreaders were employed. 
Since the sponges could be washed out by a nurse 
they could be used over and over, and only a few were 
required for each operation. The cost of this materi- 
al is much less than that of gauze sponges. The au- 
thors concluded that some type of sponge manu- 
factured from cellulose has definite possibilities for 
use in surgical operations. (Surgery, 34: 803, 1953.) 


Pain Control After Hemorrhoidectomy 


SINCE many operations for hemorrhoids are per- 
formed under trans-sacral or caudal anesthesia, 
Gerwig and associates speculated that, by implant- 
ing a small plastic tube into the caudal canal, an 
anesthetic agent could be delivered periodically 
through it to abolish postoperative pain. The tech- 
nique consisted of placing an 18-gauge needle 
into the caudal canal under sterile precautions. 
After making certain that the dura had not been 
penetrated and that the tip of the needle was not in 
a blood vessel, 30 cc. of 0.15 per cent Pontocaine 
Hydrochloride solution was injected through it. A 
60-centimeter piece of vinyl tubing, the lumen of 
which would admit a 23-gauge needle, was then in- 
serted into the canal through the caudal needle for 
a distance of two and one-half inches, and the 
caudal needle removed. Inserting a blunt 23-gauge 
needle into the distal lumen of the plastic tube and 
placing a hub adaptor on its end, dressings were 
applied about the sacral area. 

After operation, when the patient began to feel 
discomfort, a nurse injected an additional 20 cc. of 
0.15 per cent Pontocaine Hydrochloride solution 
into the end of the tubing after removing the hub 
adaptor. Care was taken to keep the end of the tube 
sterile, and a separate sterilized syringe was used 
for each injection. Prior to each injection the pa- 
tient was strongly encouraged to void. 
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The plastic tubing was left in place for the first 
forty-eight hours, during which time solution was 
injected as necessary, but not more frequently than 
every three hours. After its removal at the end of 
forty-eight hours, remaining discomfort was con- 
trolled by other medication. In the series of fifty- 
nine patients reported, circulatory disturbances or 
increased urinary retention were not noted. The 
method was thought to be contraindicated only for 
those cases in which the use of a caudal anesthetic 
was inadvisable. (Surgery, 34: 880, 1953.) 


Fibrositis and the Disc Syndrome 


Fisrositis often causes pain which can be mistaken 
for a ruptured intervertebral disc, according to a 
recent report by Long and Lamphier. The nature of 
fibrositis is somewhat obscure, and its character- 
istics have been described differently by various 
authors. It is a frequent cause, in industrial practice, 
for severe low back pain. The pain, sudden and 
severe, may follow such a simple exercise as digging 
or bending over to pick up a golf ball. It has been 
said to be caused by the herniation of fat lobules 
through weakened fascial tissue, due either to con- 
genital weakness or to trauma. The same type of 
pain following similar exertion is attributed to disc 
disorders by many writers. 

The authors attempted to rule out the presence 
of a ruptured disc in a series of fifty-one cases in 
which a diagnosis of fibrositis was made, by inject- 
ing the involved muscle groups with a local anes- 
thetic. Eighteen of the patients had had previous 
back troubles. Thirty-one had been seen by other 
doctors, and in twenty-eight, a diagnosis of rup- 
tured disc had been made. After injections with the 
anesthetic agent, thirty-six recovered following one 
or more infiltrations plus physiotherapy. They were 
returned to work, and the complex studies and 
treatment for a ruptured disc were avoided. The 
authors recommended that such conservative treat- 
ment be employed before considering myelographic 
studies and surgical exploration. (Am. J. Surg., 86: 
414, 1953.) 


Shock in Head Injury 


Tue role of shock in head injuries has been dis- 
puted by neurosurgeons for many years, according 
to a recent report by Campbell and Whitfield. As 
long as fifty years ago head injuries in animals were 
found to cause the blood pressure first to rise and 
later to fall slowly. That these findings are appli- 
cable to humans was demonstrated in World War 
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II when, to the surprise of forward neurosurgeons, 
hypotension did not often last longer than two or 
three hours following a head wound. The authors 
have had the impression that shock is not a com- 
mon feature of cerebral concussions and contusions 
unless these are very severe. 

They investigated 718 cases of head injury with 
reference to the occurrence of early and late shock. 
Only one-third of those cases with evidence of 
acute subdural hematoma showed evidence of 
shock, and most of these were among the sixteen 
fatalities. A similar situation was found in epidural 
hematomas, where shock was uncommon. In com- 
pound fractures there were more instances of shock, 
although this occurred more commonly in the fatal 
cases. Basal skull fractures seemed to produce shock 
more commonly than the other conditions men- 
tioned. 

In the first two hours following cerebral lacera- 
tion, there was little difference in vital signs be- 
tween fatal and nonfatal cases, average curves being 
similar to those in subdural hematomas. There was 
an early tendency toward hypotension. Later blood 
pressures in fatal and nonfatal cases were strikingly 
similar, although pulse and respiratory rates were 
relatively higher in those who did not survive. 

Hypotension persisting more than two or three 
hours following a penetrating or blunt head injury 
was attributable to profound brain injury or, less 
commonly, to extensive loss of blood from the 
wound or from an associated injury. The authors 
suggested that the relative rarity of shock in head 
injury may be because there are adjustments that 
tend to overcome hypotension. They warned that 
these adjustments may alter the picture of incipient 
shock due to an associated injury elsewhere in the 


body. (Ann. Surg., 138: 698, 1953.) 


Beriberi Heart Disease 


Bencuimot and Schlesinger recently expressed the 
opinion that the apparent infrequency of beriberi 
heart disease is due to the fact that many cases are 
not recognized as such. During a three-year period 
they identified twenty-two cases. On the basis of 
this experience they presented their clinical criteria 
for diagnosis. 

All of their patients were chronic alcoholics who 
appeared well nourished. Other manifestations of 
vitamin deficiency states commonly were present 
(polyneuritis in twenty patients; pellagra in three). 
Dependent edema was the usual initial sign. How- 
ever, the majority of patients later developed evi- 
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dences of left ventricular failure (dyspnea, orthop- 
nea, accentuated pulmonic second sound, rales). 
Soft murmurs, transient gallop rhythm, increased 
pulse pressure, transient hypertension, high ve- 
nous pressure, and cardiomegaly were other com- 
mon findings, although these obviously had little 
significance in the etiologic diagnosis. Ten of the 
twenty-two patients had signs of rapid circulation 
as judged by the circulation times. 

Of greatest additional assistance in diagnosis 
were (1) absence of evidence for other etiologic fac- 
tors and (2) regression of cardiac enlargement, 
heart failure, and electrocardiographic abnormali- 
ties when thiamine hydrochloride was given. Still, 
the authors noted that the absence of favorable re- 
sponse to vitamin 3B, does not exclude a diagnosis 
of beriberi heart disease, because in severe cases 
myocardial changes may be irreversible. They em- 
phasized that early diagnosis is urgent because of 
the need for treatment before the stage of irreversi- 


bility supervenes. (Am. Heart J., 46:245, 1953.) 


Popliteal Artery Surgery 


In a recent discussion of arterial surgery, Seeley 
and his co-workers have indicated that injuries to 
the popliteal artery are among the most common of 
arterial traumas and that this artery is second only 
to the thoracic aorta in the incidence of aneurysms, 
regardless of their etiology. Injury to the artery re- 
sults in gangrene of the extremity in from 45 to 100 
per cent of cases if the vessel is ligated immediately. 
When the damaged artery produces a pulsating 
hematoma or when other circumstances dictate de- 
lay of ligation for a few days after injury, gangrene 
is less likely to occur. If the artery is ligated for a 
false aneurysm the danger of gangrene is remote. 

In a series of twenty-six cases of popliteal artery 
injuries treated at Walter Reed Army Hospital, the 
authors found that, on arrival, ten had produced 
false aneurysms and sixteen had developed arterio- 
venous fistulas. Collateral circulation usually devel- 
oped more rapidly in the presence of arteriovenous 
fistulas than in false aneurysms. At first, both of 
these lesions were treated by delaying surgery as 
long as possible, to enable collateral circulation to 
develop. This resulted, in some instances, in rup- 
ture and hemorrhage; in others, paresis and paral- 
ysis due to pressure on adjacent nerves. Another 
danger in waiting was found to be the threat of oc- 
clusion of the artery by thrombosis with resultant 
loss of the limb. Later, similar patients were oper- 
ated upon without delay. 


For lesions high in the popliteal space, it wa- 
found wise to secure the upper part of the poplitea 
artery and vein through an incision on the media! 
aspect of the lower end of the thigh. Lesions lowe: 
in the popliteal space could be approached directly. 
controlling the vessels in the upper aspect of th 
wound of incision. A tourniquet was applied to th« 
upper thigh but was rarely used. 

Several methods of treatment of arteriovenous 
aneurysms were employed. At first, quadruple 
ligations were performed, but later it was found 
wise in most instances to excise the damaged area of 
the artery and suture it directly, or bridge the in- 
tervening space between the ends with a homol- 
ogous arterial or autogenous vein graft. Similarly, 
in the treatment of false aneurysms, it was found 
better to excise the damaged portion of the artery 
and to anastomose the two ends directly. Grafts 
were used also in these cases when the ends were 
separated by too great a distance. 

Of the lesions treated by ligation and excision of 
the artery without anastomosis, arterial insufficiency 
occurred in 37.5 per cent. Of the cases in which con- 
tinuity of the artery was re-established, insufficiency 
occurred in only 5.3 per cent. The authors contin- 
ued to use the obliterative procedure for ligation of 
arteries in treatment of lesions of minor vessels. In 
traumatic arteriovenous fistulas and aneurysms, 
however, and in similar lesions of congenital and 
unknown origin, they feel that re-establishment of 
arterial continuity, whenever possible, is the pro- 
cedure of choice. (Ann. Surg., 138:712, 1953.) 


Perforated Peptic Ulcer 


Scuitz and his co-workers have reviewed a series 
of 136 cases of perforated peptic ulcer treated in 
Seattle, Washington. Of these, thirty-four were gas- 
tric, ninety-seven duodenal, and five marginal. They 
were treated by surgical closure, gastrectomy, or 
conservative measures. Two were first seen at post- 
mortem examination. A review and follow-up of 
these cases indicated that eighty-nine were treated 
by simple closure and thirteen by primary subtotal 
gastrectomy. In this group of surgical cases there 
were six deaths. 

In perforated duodenal ulcers the surgical mor- 
tality rate was 2.7 per cent, as compared with a 16.6 
per cent mortality rate in the perforated gastric ul- 
cers. All conservatively treated perforated gastric 
ulcers ended fatally, as compared with 65 per cent 
of the conservatively treated duodenal perforations. 
Twenty-nine per cent of the cases treated by simple 
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closure or by conservative therapy required gastric 
resection at a later date. A considerable number of 
perforated cases, treated medically, developed re- 
currences which persisted in spite of medical man- 
agement. Of the entire group, only two have been 
able to discontinue medical treatment. 

The authors found that conservative, nonopera- 
tive treatment of perforated ulcers required con- 
stant personal supervision by experienced person- 
nel, and they recommended that, during this con- 
servative therapy, surgical exploration should be 
undertaken at any time if there is doubt as to the 
continued value of the suction treatment. They 
stated that conservative therapy was not satisfac- 
tory and thatit should never be employed in perfora- 
tion ofa gastric ulcer. They recommended simple clo- 
sure of the perforation or, in selected cases, primary 


subtotal gastrectomy. (Ann. Surg., 138 :639, 1953.) 


Effect of Isoniazid on Emotions 


Tuer: have been conflicting reports on the effect of 
isoniazid on the emotions of tuberculous patients. 
These reports have suggested an elevation of mood 
(euphoria), improved sense of well-being, and an 
increase in psychomotor activity even to the point 
of precipitating an unusual increase in the number 
of disciplinary problems among these patients. Sim- 
ilarly, in the treatment of psychotic tuberculous 
patients with isoniazid, one group reported that 
marked improvement occurred in the mental status 
of their subjects, while another group found no sig- 
nificant change. 

Lorenz, Calden, and Ousley evaluated the mood 
and emotional status of patients before and during 
drug treatment, by the use of methods which per- 
mitted objective study in addition to clinical ap- 
praisal. Their data indicated that no significant 
changes occurred in the mood of the patients stud- 
ied. (Am. Rev. Tuberc., 68 :523, 1953.) 


Acute Abdomen Due to Dicumarol 


MENDELSOHN and Iglauer report on two patients who 
received bishydroxycoumarin (Dicumarol), result- 
ing in a marked prolongation of the prothrombin 
time. In these patients the predominant early clin- 
ical findings of hypoprothrombinemia were those of 
an acute abdominal condition. In both patients hemo- 
peritoneum was responsible for the abdominal com- 
plaints. In one patient cul-de-sac aspiration offered 
a simple method of establishing the diagnosis. (Arch. 
Int. Med., 92:760, 1953.) 
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Scalene Node Biopsy 


Suerts, Terrill, and Swindell report on the use of 
scalene lymph node biopsy in the diagnosis of intra- 
thoracic diseases. The basis of this type of biopsy © 
lies in the fact that the lymph nodes anterior to the 
scalenus anticus muscle are connected to the medi- 
astinal nodes. In reality therefore, the simple sca- 
lene node biopsy is a biopsy of the mediastinal nodes 
without the necessity of entering the thorax. 

The authors feel that this type of biopsy is of 
value in all cases of proved bronchiogenic carcinoma 
in order to discover at least a portion of the cases in 
which the carcinoma has extended beyond the im- 
mediate confines of the chest. It should also be done 
in all cases of suspected bronchiogenic carcinoma. 

In instances of hilar and/or mediastinal enlarge- 
ment, scalene node dissection will reveal many cases 
of sarcoidosis, enlarged tuberculous mediastinal 
nodes, and the lymphomas. Cultures of scalene 
nodes may result in the isolation of specific fungi. 

Of 187 patients on whom this procedure was per- 
formed, in sixty-seven (35.8 per cent) examination 
of the biopsy material yielded convincing evidence 


_ of the identity of associated intrathoracic disease 


which had previously been undiagnosed despite ap- 
plication of the generally used nonsurgical diagnos- 
tic measures. (Am. Rev. Tuberc., 68:505, 1953.) 


Isoniazid Peripheral Neuropathy 


Lus1NG reports six cases of peripheral neuropathy 
occurring during the administration of isoniazid. 
The syndrome occurred only in patients who re- 
ceived higher doses of isoniazid than are used cus- 
tomarily. Within six weeks to eleven months after 
initiating isoniazid therapy, the patients complained 
of pain and paresthesias in the extremities. The 
symptoms were sufficiently severe to necessitate 
temporary discontinuation of the drug. Slow symp- 
tomatic improvement occurred with interruption of 
drug treatment. Therapy with vitamin Bj2, nicotinic 
acid, vitamin B,, and vitamin-B complex had no 
significant effect on the symptoms. (Am. Rev. Tu- 
berc., 68 :458, 1953.) 


Interpretation of Chest X-rays 


In a study by Yerushalmy it was determined that 
in judging a pair of x-ray films for evidence of pro- 
gression, retrogression, or stability of disease, two 
interpreters are likely to disagree with each other in 
about one-third of the cases. A single interpreter 


reading the same film on different occasions is likely 
to disagree with himself in about one-fifth of the 
film pairs. Further analysis indicated that when two 
interpreters place a film pair in the same category, 
there is a very high probability that that category is 
the true one. This is the greatest advantage of such 
dual reading in that it provides a means of identify- 
ing pairs on which a diagnosis can be given with 
complete confidence. 

With regard to the one-third of the film pairs in 
which there is disagreement by two readers, two 
modes of approach are available. The first is to leave 
them in the status of “roentgenographically inde- 
terminate.” After passage of some time, additional 
information may be provided by another x-ray which 
will give more definite information when compared 
to the previous film. The other approach is to sub- 
mit the films with the inconsistent diagnosis to 
a third interpretation and to accept the results of 
two out of three agreements as the correct one. (Dis. 
of Chest, 24:133, 1953.) 


Virulence of INH-Resistant Tubercle Bacilli 


STEENKEN and Wolinsky demonstrated that tubercle 
bacilli resistant to isoniazid may no longer be viru- 
lent when injected into guinea pigs. This loss of 
virulence was not necessarily correlated with the 
degree of in vitro isoniazid resistance. The authors 
warn that an erroneous interpretation should be 
avoided that these tubercle bacilli are now harmless 
for those who harbor them as well as for others who 
may become infected with them. A preliminary sur- 
vey of the correlation between virulence of the cul- 
ture and the further course of the patient’s tubercu- 
losis indicates that patients whose bacilli demon- 
strate very slight or no virulence for guinea pigs 
may, nevertheless, undergo serious exacerbations of 
disease. (Am. Rev. Tuberc., 68:548, 1953.) 


Hydrocortisone in Sprue 


ADLERSBERG and his associates studied the effects of 
hydrocortisone (“compound F”’) in patients with 
intractable primary sprue. Two forms of this steroid 
were used, the acetate and the free alcohol. The 
diagnosis of primary sprue was based on the pres- 
ence of diarrhea and steatorrhea, weakness, consid- 
erable weight loss, soreness of mouth and tongue, 
anemia, and vitamin deficiencies. The condition 
was associated in some instances with hypocalcemia, 
tetany, osteoporosis, and hypoproteinemia. In none 
of the patients was there evidence of pancreatic dis- 


ease or evidence of organic disease in the gastro- 
intestinal tract, as may be seen in secondary sprue. 

All the patients exhibited various degrees of re- 
sistance to standard therapy for sprue (high pro- 
tein diet, with limitation of fats and polysaccha- 
rides, supplemented with adequate doses of liver 
extract, vitamin Bj, and folic acid). Hydrocortisone 
acetate was inadequate and resulted invariably in 
relapse. In contrast, the alcohol form of hydro- 
cortisone, given orally to seventeen patients, was 
well absorbed from the gastrointestinal tract, and 
the symptoms of sprue were promptly controlled. 
(Arch. Int. Med., 92 :615, 1953.) 


Tuberculous Pneumonia in the Negro 


In THE absence of effective treatment, tuberculous 
pneumonia in the Negro pursues a rapidly down- 
ward course resulting in death within a year in most 
patients. Streptomycin and para-aminosalicylic acid 
can be used successfully in the management of the 
great majority of such patients, according to Calix 
and his co-workers. Following the control of the 
exudative phenomena during the acute pneumonic 
period, the patient is left with chronic active tuber- 
culosis which must be treated by other measures 
such as pneumoperitoneum, thoracoplasty, or re- 


section. (Am. Rev. Tuberc., 68 :382, 1953.) 


Nitrogen Metabolism and Isoniazid Therapy 


THE use of isoniazid in tuberculous patients has 
been accompanied by marked increase in appetite 
and body weight. It has been speculated that such 
results may, in part, be the result of an anabolic 
effect of the drug independent of its effect in com- 
bating tuberculous infection. Faloon determined 
that there was no anabolic effect of the drug on 
patients without tuberculosis. 

The anabolic and the appetite-stimulating effects 
of isoniazid in patients with tuberculosis are due to 
the control of infection by this agent. (Am. Rev. 
Tuberc., 68:207, 1953.) 


Testosterone in Tuberculosis 


NINETEEN male patients with far-advanced pulmo- 
nary tuberculosis and reduced adrenal cortical func- 
tion were studied by Cohen and his associates. They 
demonstrated that the administration of testoste- 
rone propionate had a protein anabolic effect and 
resulted in a significant weight gain not due to ede- 
ma. (Am. Rev. Tuberc., 68 :165, 1953.) 
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Biliary Fistulas 


A review of fifty-three cases of biliary fistulas has 
been reported by Byrne with recommendations 
concerning the etiology and treatment of this com- 
plication. Of the twenty-three cases of external 
biliary fistula, all followed surgical treatment of 
biliary disease. The signs and symptoms were those 
pertaining to fistulous discharge and residual biliary 
disease. 

When a mucous discharge was present without 
bile, complete cystic duct stenosis was present. 
Bile-stained mucus indicated intermittent cystic 
duct obstruction, whereas large quantities of bile 
indicated common duct disease. Large quantities of 
bile with pus were indicative of cholangitis. 

All of the patients had upper abdominal discom- 
fort and nine of the twenty-three were jaundiced. 
When a gallbladder remnant was present, of the 
eight cases reported, three definitely re-formed 
stones, and one died of a ruptured gallbladder two 
years after closure of the fistula. The author em- 
phasized that cholecystostomy, therefore, is an 
emergency procedure to be used only in patients in 
extremely poor physical condition. 

Nine cases of stricture of the bile ducts were re- 
ported. Six of these were treated surgically by a 
vitallium tube, by implantation of the fistulous tract 
into a viscus, or by choledochoduodenostomy. 
Three of the external biliary fistulas were due to 
residual stones within the common duct. To pre- 
vent this occurrence the author recommended 
operative cholangiography. One patient developed 
an external biliary fistula following removal of a 
carcinoma of the gallbladder. 

Of thirty cases of internal biliary fistula, twenty- 
four had cholecystoduodenal fistulas, while the 
others were communications between the gall- 
bladder and stomach, or between the common duct 
and duodenum. 

Sixteen cases of gallstone ileus (intestinal ob- 
struction due to passage of a gallstone from the 
gallbladder into the small intestine) were reported. 
Many of these were diagnosed preoperatively be- 
cause of periumbilical cramping pain of small bowel 
obstruction in the absence of hernia, abdominal 
scars, or other diseases except gallbladder disease. 
The treatment recommended was removal of the 
gallstones by opening of the intestine, followed later 
by closure of the cholecystoduodenal fistula. If 
stones were present in the common ducts of these 
patients, they were removed, and at times the hepat- 
ic damage was so severe that the operations had to 


GP » February, 1954 


be staged, doing first the common duct exploration 
and later the excision of the gallbladder and fistula. 

Three patients presented fistulas between the 
biliary tract and the colon. Such patients had been 
endangered by the passage of feces through the 
fistula into the biliary system causing severe cholan- 
gitis. In such patients the author recommended 
consideration of the performance of an ascending 
loop colostomy as a first stage in the treatment. 
Fistulas between the gallbladder and stomach and 
gallbladder and common duct were treated by re- 
moval of the gallbladder and closure of the fistula. 
(Am. J. Surg., 86: 181, 1953.) 


Carcinoma of the Appendix 


ALTHOUGH carcinoid of the appendix is common, 
carcinoma of the appendix has been regarded as a 
rarity. Fleming has reported a case and quoted 
Vance as stating that carcinoma occurs in from 0.2 
to 0.5 per cent of all surgical appendices removed. 
Carcinoid is muck more benign in its behavior than 
adenocarcinoma, although metastases of appendiceal 
carcinoids have been reported frequently. 

True adenocarcinoma of the appendix, like car- 
cinoma of the cecum, grows slowly, spreads by di- 
rect extension, and metastasizes late in its course. 
It tends to involve the mesoappendix and the glands 
about the ileocecal valve. The optimum treatment is 
radical resection of the terminal ileum, cecum, and 
ascending colon with their mesenteries, and the per- 
formance of ileocolostomy. 

In the case reported, a 42-year-old married fe- 
male complained of the gradual onset over a period 
of eighteen months of backache, generalized pelvic 
soreness, and a sensation of weight and loss of sup- 
port in the pelvis. Physical examination revealed a 
second degree rectocele, partial prolapse of the uter- 
us, but no palpable abdominal or pelvic masses or 
significant areas of abdominal tenderness. At opera- 
tion, the appendix was unusually large and long, 
with thickening of the wall of the proximal third 
and some enlargement of the distal third, but no 
evidence of inflammatory reaction. In addition to 
pelvic surgery the appendix was removed. Because 
of a microscopic diagnosis of adenocarcinoma of the 
appendix, a secondary operation was performed and 
the cecum, ascending colon, and hepatic flexure 
mobilized and removed together with their mesen- 
tery. A transverse ileocolostomy was performed by 
end-to-side anastomosis. The postoperative course 
was entirely uneventful. 

The author concluded that all appendices re- 
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moved surgically should be examined by microscopic 
section, and in the presence of any tumor of the ap- 
pendix, all of the mesoappendix should be removed 
together with the organ itself. If the diagnosis of car- 
cinoma is made microscopically, reoperation should 
be performed, with resection of the terminal ileum, 
cecum, ascending colon, and their mesenteries. (Am. 
J. Surg., 86:188, 1953.) 


Cavitation Within Infarcts 


SoucHEerAy and O’Loughlin found five examples 
of cavitation in one hundred cases of pulmonary 
infarction seen in a general hospital. Bland pul- 
monary infarcts may become infected by organisms 
within the normal lung tissue outside of the in- 
farct. Pulmonary infarcts may also become infected 
from aspirated material from the upper respiratory 
tract. In a third mode of infection, the area of in- 
farction may be contaminated by organisms circu- 
lating in the blood. Antibiotic therapy controls 
infection sufficiently so that these necrotic infarcts 
may heal without surgical treatment. (Dis. of Chest, 
24: 180, 1953.) 


So-Called Retroperitoneal Lipomas 


NoeurEN and his co-workers have reviewed the ex- 
isting literature concerning large retroperitoneal 
lipomatous tumors and have also presented an in- 
teresting case of their own. These neoplasms, often 
called lipomas, are deceptively benign originally, 
both in macroscopic and in microscopic appearance, 
but they tend to recur and often end as full-fledged 
malignant tumors. The diagnosis may be difficult 
since there is nothing to distinguish them from 
other abdominal tumors. The authors recommend 
that any mass in the abdomen, especially if it is 
large and displaces abdominal organs, should be ex- 
plored. On entering the abdomen, these lesions are 
easily recognized since fatty tissue predominates, 
they are covered by peritoneum, and they are often 
lobulated or multiple. They may grow to a very 
large size displacing some of the abdominal organs, 
especially the stomach and intestines, and may 
cause, as a result, a variety of symptoms. Of the 
cases reported in the literature, sarcomatous change 
has been found in 47 per cent. The most frequent 
patient age was from 40 to 60 years, and the sex 
ratio was one male to two females. 

The authors reported a case in which, in four 
operations, a total of one hundred pounds of tumor 
was removed, but the patient was kept alive and in 


fairly good health for a period of eight years. In 1). 
tissue removed, although the lipomatous characi: : 
of the lesions predominated at first with only a fe\, 
anaplastic fibroblasts, during successive admissioi:s 
the tissue showed a gradual increase of the sarci- 
matous elements with some myxomatous degei- 
eration. 

The authors believe that these tumors are in a 
class of their own, characterized by prodigious 
growth, an increasing tendency to malignant de- 
generation, although some portions of the tumor re- 
main entirely benign. The lesions show a peculiar 
arrangement of connective tissue in the form of 
stalks, which is uncommon in ordinary lipomas. 
Since these tumors recur very slowly and do not 
metastasize, they should be removed as early and 
as completely as possible, this treatment giving the 
best chance of long survival if not of actual cure. 


(Ann. Surg., 138:779, 1953.) 


Effect of PAS on Dental Fillings 


Capte observed that the silicate of dental fillings, in 
patients who were taking para-aminosalicylic acid 
(PAS), disintegrated. He warns that silicate ce- 
ments should not be used as restorative material in 
the teeth of those patients in whom it is necessary 
to administer PAS orally. (Am. Rev. Tuberc., 68: 
622, 1953.) 


A Rare Cause of Jaundice 


PERIODICALLY, when causes of obstructive jaundice 
are being discussed, mention is made of compres- 
sion or invasion of the common bile duct from ad- 
jacent lymph nodes bearing a malignant neoplasm. 
Cernock encountered such a case—secondary to 
cancer of the breast—and set out to see just how 
often such cases have been reported. In his review 
of medical writings since 1900, he found that only 
five similar cases have been described. It would 
seem that this cause for obstructive jaundice gets 
more attention than it deserves in discussions of 
differential diagnosis. (Ann. Int. Med., 39:369, 
1953.) 


Gastric Hemorrhage in Poliomyelitis 


Hoxsey reports five cases of acute bulbar poliomye- 
litis associated with gastrointestinal hemorrhage. 
The exact cause of this phenomenon is not known, 
but it is suggested that it may be related to mid- 
brain damage. When this complication occurs in 
poliomyelitis, it is a very serious prognostic sign. 


(Arch. Int. Med., 92 :662, 1953.) 
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Milky Discharge from Nipples 


Q. A 35-year-old woman has a milky discharge from both nipples; 
there is no blood discharged. Two years ago both ovaries were 
removed for extensive endometriosis. Both breasts are full of uni- 
form, small granules. Is papillary disease or is cancer likely? Please 
advise treatment. 


A. Milky discharge from the nipples is not a 
dangerous sign. It may be annoying to the patient, 
but she should be reassured that such a symptom 
is not a precursor of cancer. If she will be patient 
this discharge will cease. 

Since she has had her ovaries removed for endo- 
metriosis, it may not be wise to try to correct the 
hormonal imbalance with estrogens. This would 
depend on the organs involved in the endometriosis 
at time of her operation. Although not stated in the 
question, her milky discharge may be associated 
with hormone therapy given to counteract her 
menopausal symptoms. 

Uniform, granular nodules in the breasts is not 
indicative of either papillary disease or cancer. This 
patient has just the same chance of developing 
cancer of the breast as the average woman, but no 
more so. 

Treatment advised is reassurance with check-up 
examinations three or four times yearly. 


Treatment of Hypertension 


Q. A male, age 52, has a blood pressure of 220/120., He is 
symptom-free. The blood pressure does not respond to sedatives. 
Should he be put on Apresoline or other antihypertensive drugs? 


A. More details are needed to answer the ques- 
tion intelligently, particularly information regard- 
ing the patient’s fundi and cardiorenal status. With 
normal fundi and no cardiorenal damage present, 
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hypotensive therapy other than mild sedation is not 
indicated. If grade 1 or grade 2 retinopathy and/or 
slight cardiorenal impairment exist, a course of 
Rauwolfia should be instituted. If no benefit is seen 
in a month’s time or if vascular damage is increas- 
ing, Apresoline or a purified Veratrum product or 
both may be added. 

If grade 3 or grade 4 retinopathy exists and/or 
definite cardiorenal damage is present, hexame- 
thonium or pentapyrollium should be instituted 
immediately. Combinations such as hexamethonium 
and Rauwolfia; hexamethonium, Apresoline, and 
Rauwolfia; or pentapyrollium, Apresoline, and 
Rauwolfia are more effective and less toxic than 
when the ganglionic agents are given alone. Uremia 
contraindicates the use of the ganglionic-blocking 
agents. 


Cat Scratch Disease 


Q. Where may the antigen be obtained for skin testing for 
suspected “cat scratch disease”? 


A. Antigen for the intradermal test for cat 
scratch disease is not available commercially. It is 
prepared from pus obtained by aspiration of a 
suppurative node or collected from such a node at 
operation. This material is diluted 1 to 5 with iso- 
tonic sodium chloride and heated to 60°C. for one 
hour on two consecutive days. When found sterile, 
0.1 ml. is injected intracutaneously and observed 
after forty-eight hours. A positive reaction consists 
of a raised papule, 0.5 to 1.0 cm. in diameter, or an 
area of erythema, 1.0 to 5.0 cm. in diameter, or 
both. The material should be tested on normal 
controls. 

Dr. Worth B. Daniels and Dr. Frank G. Mac- 
Murray, 1150 Connecticut Avenue, Washington 6, 
D. C., who have studied a large series of patients 
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with cat scratch disease will, when possible, supply 
physicians who have a case with material for this 
test. Dr. Daniels will expect, in return, a detailed 
case report and, when available, pus collected under 
aseptic conditions. He wishes this shipped in a 
sterile rubber-capped vial. This material will be 


used for preparation of antigen. 


Blood Pressure Measurements 


Q. Please go into some detail about blood pressure. What is 
normal, and how do you arrive at that figure? Which is correct when 
the pressure is different on each arm, and what is the significance of 
the difference? 


A. Persistent elevation of the blood pressure in 
the arm over 140 systolic or 90 diastolic should be 
considered abnormal in the adult under the age of 
40. After 40, the same diastolic level should apply, 
but an increasing number of persons over this age 
shoy a systolic rise, with an elevated pulse pres- 
sure, which is not accompanied by evidence of 
significant deviation from health or from a normal 
life expectancy. Beyond the age of 60, this apparently 
harmless increase in the systolic pressure may reach 
levels as high as 180. It is quite probable that the 
mechanism responsible for this phenomenon is loss 
of elasticity of the major blood vessels, a sclerotic 
change unrelated to atherosclerotic narrowing of 
important vessels such as the coronaries and 
cerebrals. 

In normal children the blood pressure ranges 
from 80-95 systolic and 55-60 diastolic at 2-5 years 
of age to 100-120 systolic and 65-80 diastolic at 
14-17. 

The lower limit of normality for the blood pres- 
sure at any age is impossible to define. This is true 
since a very appreciable segment of the normal 
adult population persistently maintains a systolic 
pressure between 90 and 100. These people live 
normal lives, have no lack of pep, and apparently 
generally outlive their neighbors with more “nor- 
mal” levels of pressure. 

There is also a considerable group of “hypoten- 
sive”’ persons frequenting doctors’ offices who com- 
plain of fatigue and a host of other symptoms who 
have no evidence of organic disease. Their low 
blood pressure often gets the blame for their suf- 
ferings. The hypotension, however, may be con- 
sidered as symptomatic of poor general body condi- 
tion, and therapy should be directed toward the 
general health, both psychologic and physical, 
rather than toward attempting to elevate the pres- 
sure. It is true, of course, that, under other cir- 


cumstances hypotension may be a manifestation 0! 
serious disease, and complete study is necessary i); 
all instances to be sure of this differential. 

In all interpretations of blood pressure, tic 
physician should keep in mind that there is con- 
siderable normal fluctuation, especially in the 
systolic level, and interpretations should be based 
on as nearly basal conditions as possible. 

Differences in blood pressure between the two 
arms of as much as 10 mm. systolic and 5 mm. 
diastolic are common normally. Differences greater 
than these are such as to demand a careful search 
for an explanation (aneurysm of the aorta, neo- 
plasms, cervical rib, scalenius anticus syndrome, 
etc.). In many older individuals the explanation 
cannot be found by ordinary methods of examina- 
tion, however, since the difference is due to sclerot- 
ic narrowing of the mouths of the innominate or 
subclavian arteries. 


“Bags” Under the Eyes 


Q. Please explain the treatment for “bags” under the eyes in a 
woman whose complete physical exam is negative. Patient does not 
dissipate, no alcohol, regular hours with good diet. The swelling 
under the eyes is more pronounced in the morning after a good 
night's sleep, and diminishes during the day. Vision is corrected by 
glasses. 


A. The commonest cause for “‘bags” under the 
eyes which are more marked in the morning, is an 
increase in interstitial fluid accumulation in the 
loose periorbital tissue, which lacks the back pres- 
sure necessary to prevent this transudation. The 
increased hydrostatic gradient in this area on lying 
down explains why it is worse after being flat in bed 
all night. Aging, with further loss of elastic tissue, 
aggravates individual susceptibility to this condi- 
tion. 

A renal basis for edema of this sort may be ruled 
out by several careful examinations of the urine, 
with negative results for protein. Occasionally 
excess salt retention before catamenia may aggra- 
vate it, and it has been seen in excessive stilbestrol 
treatment for menopausal symptoms. Sodium re- 
striction or diuretics may help in the former in- 
stance. In the absence of sodium retention, plastic 
surgery may be resorted to for disfiguring tissue 
pouches. 


Effect of Tuberculin Tests 


Q. Will repeated tuberculin tests cause a positive reaction to 
develop? 


A. No. 
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Business and Econom 


Your Federal Income Tax 


BY GEORGE A. DONOHUE 


THE 


In THE first two articles of this series we have dis- 
cussed the principal items of the gross income and 
deductions of the professional man, with particular 
reference to the general practitioner. In this article 
we shall discuss a few additional items of deduc- 
tions, and shall explain the preparation of the re- 
turn and the computation of the tax. 

Incidentally, if the reader has not prepared his 
1953 return by the time this article appears, it 
would be an excellent idea for him to sit down now 
with his records and his income tax blank. When 
March 15th comes around, he will be glad that 
he is not obliged to give his income tax problems 
only the hasty and perfunctory treatment which a 
last-minute return permits. 


Bad Debts Deduction 


The general rule is that debts which become 
worthless during the taxable year may be taken 
as ordinary deductions. There are two exceptions: 

(1) Ifthe debt is that of a corporation or munici- 
pality, evidenced by bonds or some other form of 
security, the loss will be considered as a capital loss 
sustained on the last day of the year, long-term 
or short-term as the case may be. 

(2) If a non business debt becomes worthless, 
the loss will be considered a short-term capital loss. 
A non business debt is one which neither repre- 
sents a loan made in the course of the taxpayer’s 
trade or business, nor is represented by a corporate 
bond or security. : 

To give rise to a tax deduction there must have 
been a bona-fide loan in the first instance, as dis- 
tinguished from a gift. If you should lend a sum 
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of money to a responsible young doctor who is 
setting up in practice and if sudden death should 
make the loan bad, you would be entitled to deduct 
the loss, because you made the loan with the honest 
and reasonable expectation of being repaid. But 
if you make a loan to an old college chum who has 
never repaid a loan in his life, or to a brother-in-law 
whose business career has been a series of disasters, 
you can have no reasonable expectation of repay- 
ment and therefore no income tax deduction. 
The principal difficulties in getting a bad debt de- 


duction allowed by a revenue agent lie in con- 


= INTERNAL REVENUE 


To get a bad debt deduction allowed you 
must show that the debt is really bad and 
that it did not become bad long ago. 
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to throw good money after bad by going to la... 
Since a bad debt can be deducted only in 'i< 
year in which it became worthless, you must cla:in 
the loss when it. occurs, not a year or two later. 
Because of the difficulty of fixing the date the debt 
became bad, Congress now permits claims for re- 
fund based on bad debts to be filed at any time 
within seven years after the return for the year of 
worthlessness became due. The consequences of 
this are sometimes interesting. When you tell the 
revenue agent that you will file a claim for refund 
for the earlier year, if he maintains that the debt 
became worthless prior to the year he is examining, 
he may drop the whole matter rather than make it 
necessary for the Government to pay an interest- 
bearing refund. 
Exception (1) stated above is readily explained 
by the fact that the bonds of a corporation or 
Slow destruction of building municipality really represent an investment by the 
property by termites has taxpayer and as such result in a capital loss when 
Seeneviadeutase exsuaity. they become bad. The similar treatment of non- 
business bad debts set forth as exception (2) means 
that Congress does not wish to grant full credit as 
vincing him (a) that the debt is really bad, and (2) —_—an ordinary deduction to the loss resulting from a 
that it did not become bad long ago. personal loan. 
Of course, if you could collect the debt by hiring Even if the lender was justified in expecting re- 
a collection agency or bringing suit, but are un- —_— payment, the loan is non business and personal 
willing to proceed to such extremities, the debt _ unless the loss was incurred in the taxpayer’s trade 
is not bad at all. On the other hand, if you know __ or business. For example, a loan by a doctor to 
that the debtor has nothing, you are not required —_ enable a young friend to open an office, although 
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he appeared to be a perfectly good risk, would of 
itself be non business. But if the office was to be 
rented by the friend in a building owned by the 
doctor, the loan might properly be considered 
to have been made in the course of the doctor’s 
real estate business. 

When the account due from a patient becomes 
uncollectible, there is no bad debt deduction for 
tax purposes because the charges have never been 
reported as income, assuming the doctor to be on 
cash rather than the accrual basis. 


Deduction for Losses 


Deductible losses include those: 

(1) incurred in trade or business 

(2) incurred in any transaction entered into for 
profit, and 

(3) arising from fire, storm, shipwreck or other 
casualty, or from theft. 

The loss on the sale of rented real estate owned 
by the taxpayer is not a capital loss, deductible 
from ordinary income only to the extent of $1,000. 
Such property comes within the special category 
of real estate and depreciable personal property 
used in trade or business, since the operation of 
even a single piece of rental property has been 
held to constitute a business. The net loss suffered 
from sales of property in this category is treated 
as an ordinary loss, while if such sales resulted in 


a net profit, the profit is treated as a capital gain. 
The loss on the sale of an automobile used by a 
doctor 100 per cent for business is fully deductible, 
and if used 75 per cent for business 75 per cent 
deductible. While the loss on the sale of a residence 
is ordinarily nondeductible as a personal loss, if 
a part is used for the doctor’s office the loss is de- 
ductible to the extent the residence is so used. 

Losses due to casualty, such as fire, storm, 
shipwreck or theft, include events of a sudden, unex- 
pected or unusual nature. For example, accidental 
damage to an automobile is deductible, even if due 
to the owner’s faulty driving, but the slow destruc- 
tion of building property by termites has been 
ruled out as a casualty. 

Storm damage to trees, shrubbery or residence 
is deductible as due to casualty. To establish the 
amount of the loss is sometimes difficult, but it is 
held to be the difference between the values of the 
entire property immediately before and after the 
storm, and a written appraisal of these values should 
be obtained from a real estate dealer or appraiser. 
To obtain a proper allowance from a revenue agent, 
it will be helpful to have a nurseryman’s appraisal 
of the damage done to trees and shrubs, if exten- 
sive, set forth in the form of a list, receipts showing 
the cost of repairs to buildings, and if possible 
photographs taken immediately after the storm. 
As in the case of entertainment expenses, failure 
to obtain full allowance is usually due to failure to 
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provide documentation which the Government will 
accept as adequate. 


Exemption for Dependents 


In order to take the $600 exemption for de- 
pendents, you must meet the following conditions: 

(1) The dependent must receive more than one- 
half of his support from you. For example, if 
three brothers contribute equally to the support of a 
parent, no one obtains an exemption. Obviously. 
each brother in turn should contribute more than 
one-half the total in successive years. 

(2) The dependent must be one of the close 
family relatives specified in the law, including only 
children, grandchildren, parents, grandparents, 
brothers, sisters, nephews, nieces, uncles and aunts. 
Step-relations and relations by marriage qualify 
only in the case of children, parents, brothers and 
sisters, e.g., stepson, father-in-law, or stepbrother. 
Half-brothers and sisters and adopted children 
qualify. Cousins do not. 

If you file a joint return, your wife’s relatives 
qualify, even if she has no income of her own. 

(3) The dependent’s gross income must be less 
than $600, not counting payments or subsistence 
received under the G. I. Bill of Rights or Social 
Security payments. For example, if your 16-year 
old son earns $610 during his vacation he must 
file his own return and you lose the $600 exemption, 
even though you support him. 

Under former laws the taxpayer had to show that 
the dependent was under 18 or incapable of self- 
support, but this is no longer required. Of course, 
if your daughter is married and files a joint return 
with her husband, you cannot take a $600 exemp- 
tion for her even if you support her, as she takes 
the exemption upon the joint return. It does not 
matter whether a dependent lives with you or 
elsewhere. The fact that a child was not in existence 
at the beginning of the year, or that a parent or 
other dependent died during the year, does not 
impair your ability to take the full $600 deduction, 
if the three conditions set forth above are met. 


Joint Returns of Husband and Wife 


If the wife has no income or only a little of her 
own, the joint return accomplishes a major tax 
saving because of the split-income method of com- 
puting the tax. The net income shown on the 
joint return is divided by two and the tax computed 
on each half separately. As this method gives the 


taxpayer the benefit of the lower brackets twice, aii 
important surtax saving is effected. 

Even if the wife has substantial income of her 
own, the joint return will insure the maximum usc 
of the lower brackets. The following effects of « 
joint return should be noted: 

(1) If one has a net loss for the year, it may hx 
taken against the net income of the other. The 
capital losses of one may be offset against the capital 
gains of the other. 

(2) The maximum deduction for contributions 
is 20 per cent of the combined adjusted gross in- 
come. If the wife’s contributions exceeded 20 per 
cent of her separate income, the excess deduction 
may sometimes be salvaged by filing a joint return. 

(3) Medical expenses, where neither spouse has 
reached the age of 65, are deductible only to the 
extent they exceed 5 per cent of the combined ad- 
justed gross income. Note that this deduction must 
be computed both on the basis of separate and 
joint returns to determine which affords the larger 
deduction. 

A joint return may be filed if the parties were 
husband and wife on the last day of the year. It is 
not necessary that they be living together, but if 
they were legally separated under a decree of 
divorce or separate maintenance they are not con- 
sidered to be husband and wife for this purpose. 
If one spouse died during the year, a joint return 
may be filed. 

The right to file a joint return is not lost by 
filing separate declarations. Husband and wife 
may choose each year whether to file separately 
or jointly. If they find that they made the wrong 
choice for any year, an amended return or returns 
may be filed within three years. Joint returns should 
be signed by both husband and wife, but if one 
secures an authorization from the other on Form 
936 he may sign the return for both. 

An exemption of $600 each is allowed to husband 
and wife on separate returns and a total of $1,200 
on a joint return. If the wife had $300 of separate 
income, a joint return would be advantageous, 
since if the husband files separately he could not 
avail himself of the unused $300 of his wife’s $600 
exemption. 


Returns of Children 


A child who has $600 or more of gross income 
must file a return, even if under local law his earn- 
ings belong to his parents. In such a case, his 
parents lose the $600 exemption for a dependent. 
Obviously, if a boy’s vacation earnings exceed $600 
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the result may be a tax loss, since the $600 exemp- 
tion would be more useful if applied against the 
parent’s higher tax brackets. The child’s return 
automatically operates as a claim for refund of any 
tax withheld by his employer in excess of his true 
liability. 

Head of Household 


The law provides a special set of rates for an 
individual who maintains a home for dependent 
relatives, for example, an unmarried man with 
three dependent sisters or a widower with three 
children. His tax will be less than the tax of a single 
man would otherwise be, but more than the tax of a 
married man filing a joint return. 

For example, suppose that A is a single man who 
is not the head of a household, B is the head of a 
household, and C is married. All have $21,800 of 
net income and three exemptions. On the $20,000 
of taxable income the respective taxes would be: 


A $8,116 B $7,012 C $5,912 


Alternative Method for Capital Gains 


If the taxpayer has a net long-term capital gain, 
he is permitted to compute his tax by either of two 
methods: 

(1) Include 50 per cent of such gain in ordinary 
income, or 

(2) Compute the tax on ordinary income and 
add 26 per cent of the capital gain. 

For example, assume that a single individual’s 
ordinary taxable income is $20,000 and his net 
long-term capital gain $12,000. 


METHOD A METHOD B 
Ordinary income...........++ $20,000 Ordinary income... ...$20,000 
50 per cent of capital gain.... 6,000 Normal and surtox.... 8,116 
$26,000 Capital gain......... 12,000 
Normal ond surtax........... 11,996 26 per cent tax...... 3,120 


Since only one-half of the long-term capital gain 
is taxed under Method A, it will be apparent that 
Method B, which imposes a 26 per cent tax on all 
such capital gain, may bring about a saving if 
the top bracket of normal and surtax exceeds 52 
per cent. Accordingly the alternative tax should 
be computed whenever the net income, including 
50 per cent of the net long-term capital gain, ex- 
ceeds the following amounts, in the case of a single 
man, the head of a household, aid a married man: 
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single man head of household 


married man 
$14,000 $22,000 $28,000 

If the taxpayer has a net short-term capital gain 
(on the sale of capital assets held less than six 
months), the alternative method would not apply 
to such gain, all of which should be included in 
ordinary income. For a discussion of the different 
types of capital gains and losses, see December GP. 


Declaration of Estimated Tax 


A doctor must file an estimate of his 1954 tax 
by March 15, 1954, and must pay a quarter of the 
estimated tax on March 15, June 15, September 15, 
1954 and January 15, 1955. In making his estimate, 
he deducts the amount to be withheld at the 
source, if any. The effect is to place the general 
practitioner on the pay-as-you-go basis, just as 
salaried employees are placed on that basis pri- 
marily by the witholding provisions of the law. 
Penalties and interest are imposed if no declaration 
is filed or the estimated tax is not paid. 

If the estimate is too low, i.e., less than 80 per 
cent of the true tax, a penalty of 6 per cent of the 
deficiency may be imposed. 

If the doctor finds that his original estimate was 
too low, he may file an amended estimate on June 
15, September 15, or January 15. Instead of filing 
an amended estimate on January 15th, he may file 
a complete return on that date, which will also 
serve as an amended estimate. 

For example, assume that Dr. Brown when filing 
his original 1954 declaration on Form 1040-ES 
estimated his tax conservatively at $1,000 and 
paid $250 on March 15, June 15, and September 15. 
At the end of the year he finds that his 1954 tax 
will be $3,000. On January 15, 1955 he files an 
amended estimate or a complete return and pays 
$2,250, the balance of the $3,000 total. He is not 
subject to interest or penalty. 

If husband or wife file separate declarations they 
may nevertheless file a joint return. A joint declara- 
tion must be signed by both, but they may still file 
separate returns, if for any reason it proves advan- 
tageous to do so. 


This is the third in a series of four articles on income tax by George 
A. Donohue, a member of the Massachusetts Bar, and tax counsel 
for Murphy, Lanier & Quinn, New York, Auditors and Public Ac- 
countants. The fourth and concluding article will appear in the 
March issue of GP.—PUBLISHER. 
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The physician's receptionist writes patients’ 


messages as telep 


swering device plays 


back recordings made when office was empty. 


Need a Mechanical Phone Answerer? 


A LITTLE gray metal box about the size of a portable 
typewriter case is enabling some physicians to be in 
two places at once—or it would seem so, anyway. 

The little box is an automatic telephone answer- 
ing and recording device. It answers the doctor’s 
telephone while he’s away, and records messages 
for him to play back when he returns. 

The device is proving especially helpful for the 
physician who does not employ a full-time nurse or 
receptionist, and in smaller cities which do not 
have doctors’ bureaus. 

One clinic, for example, has a receptionist during 
regular hours. But since the town has no bureau, 
the automatic answerer takes over at night, records 
messages, and gives the doctor’s home telephone 
number, in case he’s needed immediately. 

The answering device comes in two capacities. 
The larger one records up to 140 messages, about 
25 seconds in length, while the smaller one takes 
20 messages. The 20-message unit meets most re- 
quirements. Here’s how it works: 

When a call comes into the office, the machine 
answers it with a recording something like this: 
“This is Dr. Brown’s office, Main 1234. Your call is 


being answered by recording. The office will be 
closed until 9 o’clock tomorrow morning. If you 
need a doctor, Dr. Brown can be reached at Main 
7890. If you care to leave a message, start talking at 
the first tone signal and continue until the second 
signal. You have about 25 seconds to record your 
message. Please speak clearly.” Then the caller 
gives his message. 

If the machine is used during the day, the re- 
cording might say: ‘Dr. Brown is expected back at 
3 o’clock. Please leave your name and telephone 
number and he will call you.” 

Playback is simple. The doctor need only turn a 
knob and press a key. Playback volume can be ad- 
justed to understand excited voices better. 

The machine records on magnetic neoprene 
drums which require no attention. Messages can be 
erased automatically and the drum used hundreds 
of times. The machine operates on alternating cur- 
rent of 110 volts, 60 cycles. 

The devices are available on a monthly rental 
basis, with the telephone company providing all 
maintenance and repair. The local telephone com- 
pany representative can quote monthly charges. 
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~The Four Aces of Protection 


BY RALEIGH E. ROSS 


For more than a century of life insurance in Amer- 
ica, the great bulk of purchases has been confined 
to four basic policies: 

Term 

Ordinary Life 

Limited Payment Life 

Endowment 

They are named in this order, not because of 
their respective popularity, or desirability, but from 
the viewpoint of the least outlay per $1000 per year 
to the greatest outlay. When we speak of “outlay” 
we don’t necessarily mean that term insurance is 
“cheaper” than endowment, for example. But let 
us make this sort of comparison later, after we 
briefly describe the various types. 

Term insurance takes its name from the fact 
that it is sold only for a certain period of time— 
usually 5, 10, 15, or 20 years. As a general rule, it 
can be converted into any permanent type of insur- 
ance (during a limited period, or perhaps during 
the entire duration) without a second medical 
examination. 

So, let us say, young Doctor A, age 28, buys 
$10,000 of 5-year term for a premium of $82.20 a 
year. He has accomplished several things. He has 
bought $10,000 of protection for about the lowest 
outlay possible ($10,000 ordinary life would have 
required $240.60 annually.) He has protected his 
insurability for five years, because he can convert 
it to a permanent plan any time during that period 
without further medical examination. Third, he 
has protected his age 28 rate for five years—because 
if he wants to, when he gets ready to convert, he 
can do so retroactively. 

Some companies sell a term policy that is re- 
newable (or convertible into a permanent policy) 
every year up to a certain age—usually 60. Of 
course, every time the term is renewed, the premi- 
um is higher. 

The chief ditterence between term and perma- 
nent policies is that in the former you are paying 
for protection only. There is no saving or invest- 
ment element—no cash or loan values even after 
the policy has been carried for many years. 

This is more like so-called casualty forms of 
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The great bulk of insurance purchases 
is confined to four basic policies. 


insurance than is any other life policy. To collect 
on a fire policy, you must have a fire; to collect on 
a term policy, you must die in the specified period. 

Speaking of the 10, 15 and 20-year policies, if 
the insured desires to convert them retroactively 
into a permanent policy, he must do so during the 
first seven years. He can convert the 15 or 20-year 
policies into permanent insurance, as of his at- 
tained age, any time up to three years of expira- 
tion. All such conversion privileges are without 
further medical examination. (These rules are 
specifically those of one large eastern company, 
but those of other companies are usually identical, 
or very similar.) 

Now let’s consider ordinary life, where premi- 
ums are paid all during one’s life time, in most 
instances. However, it is possible to pay up the 
policy by leaving dividends on deposit at interest. 
The man of 35, for example, who buys a policy 
today and leaves his dividends on deposit should 
have a paid up policy in 23 years. This is an esti- 
mate at today’s dividend scale—and not guaran- 
teed. 

Ordinary life has cash surrender values, paid up 
insurance values and extended insurance starting 
at the end of the second year. For example, Doctor 
B buys $10,000 ordinary life at age 35 for an annual 
premium of $294. Suddenly, at the end of ten years, 
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he decides he must stop paying on the policy. What 
are his options? 

First, he can cash in his policy for $1640—or he 
can borrow any sum up to this amount. This is 
called the “Cash or Loan Value.” 

Or he can take paid up insurance of $2940. This 
means that the company will endorse the policy as 
paid-up for this amount and pay that sum when- 
ever the insured dies. It is interesting to note that 
this $2940 is exactly the amount Dr. B has paid in 
(gross) during the ten years. Of course, he is ahead 
by whatever amount he has received in dividends, 
(probably about $700.) 

Or he can take extended insurance of 14 years 
and 296 days. Under this provision, if Dr. B, now 
age 45, should die at any time during the next 14 
years and 296 days (about up to age 60) then the 
company will pay the full $10,000— without any 
deduction for premiums which he hasn’t paid. 

All permanent policies have these three options 
as they get older. In the case of a 20-payment life 
bought at age 35, and ten years old, they are con- 
siderably higher than those quoted for ordinary 
life. And in the case of 20-year endowment, they 
are higher still. In other words, the more you pay 
annually per $1000 of insurance, the higher your 
policy values from year to year. 

Ordinary life frequently has a provision that 
the face of the policy will be paid out (as an en- 


dowment) to the policyholder at a certain age, 
usually 96. Every year a few old policyholders, who 
have forgotten this provision, are surprised to 
receive face amount checks for their policies. 


For about $600 a year he can buy $12,000 of 20- 
year endowment or over $20,000 in ordinary life. 


However, ordinary life is often bought with th. 
idea of taking the paid-up value at retirement ag: 
For instance, Dr. B’s $10,000, bought at age 35, ha. 
a guaranteed paid-up value of $7260 at age 65. A: 
this age his family is probably raised and his wife 
has less need for protection than was true 30 years 
earlier. In other words, for every $10,000 protec- 
tion Dr. B needed while raising his family, $7260 
should be ample now. 

Limited payment life is the next category. These 
policies are paid up in a stated period of years. 
Usually you can select 10, 15, 18, 20, 25, or 30 
years. 

The 20-payment life, being about midway, is 
quite popular. Let us say Dr. C, age 35, buys 
$10,000 and pays his full premium every year, 
leaving his dividends on deposit. How will it work 
out over the 20-year period, assuming that he is 
living at age 55? 


Total paid in 20 years $8408.00 
Accumulated dividends (1953 scale) . . . 


Gvaranteed Cash Value 9200.00 


$ 792.00 


So Dr. C, if he chooses to cash in his policy at 
age 55, reaps a modest profit in addition to having 
had his protection for 20 years at no net cost. 

Suppose, however, he decides to keep his paid- 
up policy, taking only the dividends. Then for a net 
deposit of $5828 ($8408—$2580) he owns a policy 
that will pay $10,000 at his death, and that always 
has a cash or loan value of $6620, or higher, and 
that will pay dividends and grow in cash value 
each year as long as he holds it! 

In general, a 20-payment life policy can usually 
be bought (at age 42 and under) and carried for 20 
years without any net cost. One company’s rate 
book gives the estimated net cost of a policy bought 
at age 42 and cashed in at 62 at 4c per $1000 profit 
per year! 

Now let’s take the endowments where the face 
of the policy is payable either to the beneficiary, if 
the insured dies, or to the insured himself at the 
end of the endowment period. Endowments are 
usually available for 10, 15, 18, 20, 25, or 30 years. 
They are also available to endow at age 60 or 65. 

A 20-year endowment, for example, really is a 
mode of buying a certain sum of money on the 
partial payment plan over that period with protec- 
tion at the same time. The high outlay required 
per $1000 a year frequently makes it too steep for 
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a young married man in his family-raising years. 
He is likely to need more protection than he can 
purchase through this policy. 

For example, if he is age 35 and feels that he 
can invest about $600 a year in insurance, he can 
buy only about $12,000 of 20-year endowment. 
But he can buy over $20,000 in ordinary life. 

Now you can see why term insurance carried 
over a 20-year period by a young man (who lives 
the 20 years) may be considered more costly than 
a permanent policy. The latter will usually give 
him all, or a large portion, of his money back if he 
wants it. The term policy (though he has carried 
it at a low outlay per $1000) will give him none of 
his money back (except very nominal dividends.) 

By way of comparison, let us examine the rates 
on the four policies we’ve been discussing. These 
are quoted from the ratebook of a large eastern 
company—a $10,000 policy for age 35: 
5-year Term $101.10 


“Dr. Forsmythe is one of the real pioneers in chlorophyll research.” 


Ordinary Life 294.00 
20-Payment Life 420.40 
20-Year Endowment 538.60 


In recent years the varieties of policies offered 
have grown tremendously. But they have been de- 
vised by the home office actuaries from the four 
basic forms. 

Which of these policy forms is best suited to 
your individual situation, doctor? If you are not 
sure, then your insurance representative can ably 
assist you if you will outline your situation to him. 

Really, however, even the most experienced and 
well-trained representative cannot unerringly point 
out exactly the policy that is the best for you. For 
to do that he would have to know just how long 
you are going to live. And even you can’t tell him 
that! So policies are usually best selected with the 
life expectancy tables as a background, and, in the 
foreground due and careful consideration of the 
insured’s requirements and objectives. 
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Proper Care of X-Ray Equipment Pays Dividends 


BY DAVID GOODMAN 


So INDISPENSABLE has x-ray proved itself in the con- 
scientious practice of medicine, that it is becoming 
the handmaiden of general practice as well as the 
leading weapon in the armamentarium of specialists. 
Today, the majority of general practitioners own 
and use x-ray equipment. 

However, some of the value of x-ray equipment 
is often lost by the user through the carelessness of 
subordinates or his own negligence. It is the intent 
of this article to bring the distilled experience of 
those who service x-ray equipment to the attention 
of those who use it, so that the latter may profit 
thereby. 

‘When all is said and done, it is the radiograph 
—a good radiograph—that is the final objective of 
the equipment and the effort and skill required to 
operate it. The physician should focus considerable 
attention on the many factors which can go wrong 
and thereby spoil that important end result—the 
x-ray film. 

In addition, there are important dollar savings to 
be achieved by the proper care and handling of x- 
ray equipment. Up-to-date x-ray equipment is a 
masterpiece of electronic complexity, and this makes 
it all the more necessary for the user to take extra 
precautions to keep it working. 


Photos from General Electric X-Ray Co: 


Figure 1. When one exceeds the instantaneous ratings of 
an x-ray tube, target overload occurs. The fact that the 
copper has cracked and pulled away from the tungsten 
indicates that total heat overload has also taken place. 


This chart, covering the GE model DX ard DXC 2.0-4.5 
diagnostic x-ray tube typifies the rules which must be fol- 
lowed in proper handling of tubes. Figures 1, 2, 3, and 4 
illustrate what happens when these rules are not followed. 
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The X-ray Tube 


The most glaring example of costly abuse which 
prevails in most offices is the way in which the x-ray 
tube is overtaxed. The engineers who supply tube 
rating charts to go with the x-ray equipment they 
design are not doing so just to keep busy. Unlike 
the human body, x-ray tubes do not recuperate 
after being abused. The effect is permanent. The 
conditions under which the tube may be used are 
painstakingly established to insure the most effec- 
tive tube life—and the best radiographs. The ac- 
companying chart illustrates the rules governing a 
typical x-ray tube. 

When one realizes that a typical x-ray tube might 
cost between $300 and $550, the importance of fol- 
lowing the rating chart becomes obvious. Kilovolt- 
age, milliamperage and time all affect tube opera- 
tion, and imitations must be placed on all of these 
factors. The instantaneous power the tube is capable 
of handling is determined mainly by the melting 
point of tungsten. 

The results of instantaneous overload are shown 
in Figure 1 where the focal spot can be seen to have 
melted, raised, and cracked. 

Another form of anode abuse is exceeding the 
heat storage capacity of the anode by using factors 
which do not allow sufficient time for heat dissipa- 


Figure 2. The toe of the anode is one of the first areas 
to suffer when more energy is put into an x-ray 
tube than can be dissipated. Usually the hottest spot 
on the anode structure, the toe, will be raised to the . = 
melting point of copper and cause the tube to gas, : 
ruining it as far as further operation is concerned. a 


tion. The result is that the anode will be raised to 
the melting point of the copper and the tube will 
fail. (Figure 2). 

Puncture of the tube envelope may occur from a 
thoughtless setting of the kilovoltage diai, without 


otherwise exceeding the ratings of the tube. For 
every envelope, there are points of maximum volt- 
age stress. The result of over-voltage can be a punc- 
ture, as shown in Figure 3. 

If the tube is not adequately “warmed up” before 
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posures. With offices as busy as they are these days. 
care must also be taken that filaments are not lefi 
energized overnight (Figure 4). 


Periodic Inspection and Adjustment 


If one really believes the adage that “an ounce 
of prevention is worth a pound of cure,” he will ar- 
range with the manufacturer of his x-ray equipment 
for periodic inspection and adjustment. The value 
of such a procedure is apparent enough in theory. 
and can be proved in practice. 

By checking known points of stress and adjust- 
ment, the serviceman can often prevent failures that 
not only are costly but also may interrupt vital diag- 
nostic procedures. 


The Control 


The control is only a glorified switch box, de- 
pendent upon proper closing of relay contacts and 
switch buttons for successful execution of its job. 
The best switch connection is made by clean, un- 
pitted contacts. Sooner or later dust, powder and 
moisture will find their way into the control. With 
use, these factors will aggravate the condition of 
the contact points. This will result in voltage tran- 


Figure 3. Overvoltage is among the causes of a punc- 
ture such as is shown above (circled area), which 
is sometimes followed by additional glass damage. 


being energized. the result is another form of abuse. 
The rating chart specifies this warm-up time, but it 
is frequently forgotten by the eager-beaver techni- 
cian in the rush to get things under way. The results 
of this abuse may not show up for a while, but even- 
tually the tungsten target may crack from inability 
to follow the sudden temperature changes. With 
cracking, the melting point of the target is lowered 
and subsequent exposures, even within the ratings 
set, can cause it to melt. 

To delay the day when the tube fails because the 
filament breaks—as must eventually happen—the 
physician should avoid leaving the control ener- Figure 4. Life-limit failure of the filament, shown above, can 


: : : : be hastened by allowing the filament to remain on during 
gized when the equipment is not in use. A filament ld Py 
dropping device is not a complete guarantee. One 


providing independent filament control this may also occur 
must turn the control off between exposures, as- in a short period of time if the filament current is set toc 
suming that there may be a fair time lag between ex- high by the operator, or has not been properly adjusted. 
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sients which can puncture either the tubes or high 
voltage cables, cause inconsistent film results, or 
cause exposures to linger on and on until a tube, 
transformer or fuse blows. The control must there- 
fore be protected from excessive dust or humidity, 
and periodically should be cleaned out by a service- 
man, who will also dress or replace faulty relay 
contacts or switch points, and make such other ad- 


justments as are needed. 


High Voltage Cables 


The high voltage cables are another maintenance 
problem. They really do a phenomenal job consider- 
ing their diameter, since to safely carry the same 
voltage through the pair of wires without insulation 
would require them to be spaced apart many times 
the diameter of present-day cables to prevent short- 
ing out. Puncture of these cables can be caused, 
however, by (1) applying excessive voltage, (2) 
abrasion of the cable, (3) flexing it too sharply, or 
(4) jamming it hard so that the dielectric (insulating) 
constant is no longer uniform throughout the length 
of the cable. 

It is axiomatic that one should handle these cables 
with the utmost care, bordering on reverence, and 
that one should never tolerate a badly worn cable. 
Failure of a cable will produce spectacular results— 
but not the kind that provide interesting entertain- 
ment. 


The Darkroom 


Service experience shows that over 30 per cent 
of all x-ray film spoilage and troubles are trace- 
able to faulty darkroom operation. The most com- 
mon trouble is fogging of films due to leakage of 
light or x-radiation through doorways or passage- 
ways, which must be suspected whenever fogging 
is observed. This can be checked with dental film 
or small radiation monitors placed in suspected 
areas. (Figure 5) Failure to use the oldest film first 
will result in the aging of old film beyond the point 
of usefulness. If film is not handled carefully when 
it is loaded into the cassettes, artefacts or false indi- 
cations will appear on the radiograph. 

The cassettes themselves must be handled care- 
fully and checked regularly to make sure they are 
solid and unwarped. Bakelite-front cassettes are 
subject to warping under conditions of high hu- 
midity and temperature, which result in poor con- 
tact between film and screen, or might even allow 
seepage of light on to the film. The more modern 
cassettes either have magnesium fronts, which elim- 
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Figure 5. One type of radiation monitor which can be used 
to determine presence or absence of stray radiation. 


inate the buckling of bakelite, or are made of all- 
aluminum. While the latter do not have the strength 
of the steel-framed magnesium-front type, they are 
much lighter and easier to carry, and also have the 
non-buckling advantage of metal over bakelite. 

Intensifying screens must be kept clean and spot- 
less at all times, for otherwise false indications will 
interfere with diagnosis. The manufacturers’ recom- 
mendations should be followed religiously in the 
choice of cleaning agents used on screens. 

After the exposure is made. additional pitfalls 
await the technician. Solutions must be kept fresh 
lest they lose their strength. This can be done either 
by replacing the solution at stated intervals as spe- 
cified by the manufacturer, or—at much lower cost 
—by adding replenisher or refresher solutions. 
Considerable savings can be effected in chemical 
costs through the prolonged use of refresher, and 
solutions can be made to last for many months be- 
yond their expected life. 

Using refresher not only saves all the time and 
trouble it takes to change solutions frequently, but 
it eliminates the lag in film quality that comes just 
before you change solutions. It minimizes the dan- 
ger that you will have to process emergency x-ray 
films just when you are changing solutions. 

To get best results in film development, it is best 
to use a shortstop, rather than merely to rinse the 


r 
ie IN 
PU STRUCTIONS 
JM a 
1 
= 
105 


developing solution off the film. Rinsing does not 
stop development either instantly or completely, 
thus making it difficult to control the density of the 
film. And if films are rinsed too hurriedly, as often 
happens during a busy day, they are inadequately 


washed, and developer is carried over and contam- | 


inates the fixer. And if they are inadequately drained, 
water is carried over and weakens the fixer. 

With a shortstop, development ceases the instant 
the films enter the stop bath. This gives perfect 
control over development time and insures uniform 
film densities. In addition, this procedure neutral- 
izes all alkali so it can’t be carried over to decrease 
fixer acidity. This lengthens fixer life and prevents 
formation of alum scums and sludges. 

Some shortstops turn purple when they are ex- 
hausted. This is a valuable indication. 

If you want to speed up the process of wetting, 
draining and drying of films, it is best to add wetner 
to any solution. Adding it to developer and refresher 
improves developing because no air bubbles form on 
the film surface. Adding it to rinse water causes the 
water to drain off much faster and cuts drying time. 

Many a film is ruined right in the darkroom under 
supposedly safe conditions, simply because the un- 
exposed films were loaded into cassettes under ex- 
cess safelight illumination, or because exposed films 
(which are several times more sensitive to safelight 
than unexposed films) are left stacked in hangers 
under a safelight until the technician gets around 
to processing them. 

To be perfectly sure that a safelight is safe, cover 
part of an exposed film; expose the remainder to 
safelight illumination for different lengths of time, 
right in the area where you ordinarily load and un- 
load cassettes; develop the film just as you do your 
other films; and if no fog shows on the part that 
received the long exposure, you can assume the 
safelight is safe. 

Care must be exercised not to let a solution from 
one tank drip off on the film into the next tank, for 
this dilutes the latter’s strength and will show up 
in the form of poor film quality. Solutions should 
not be allowed to drip on the floor or the outside of 
containers, since chemicals can have deleterious ef- 
fects on skin, clothing and footwear. 

Another great benefit to the economical use of 
developing solutions is the use of fixer-neutralizer, 
a relatively new trend, in which this special solu- 
tion is placed between the fixing solution and the 
wash water—the purpose being to cut processing 
time 50 per cent, to stop fixing action, and to con- 
serve water. 


Mixing paddles or solution churns are an in- 
portant darkrvom tool, for all solutions tend (o 
separate out into their components, with the hig) 
specific gravity components settling to the bottom. 
This will cause many poor radiographs, and can be 
easily prevented by thorough mixing with a churn 
that reaches completely down to the bottom of the 
tank and brings the heavy elements up and back 
into solution again. 


Care of Processing Tanks 


To be sure that you get the best results from your 
film processing operation, it is important to keep 
scaly and gummy deposits, discoloration, sulfide and 
algae from clinging to the developing tanks. To ac- 
complish this, it is necessary to scrub tanks with a 
bristle brush and clear water every time they are 
emptied; to sterilize them at regular intervals by 
putting on rubber gloves and carefully scrubbing 
the entire interior of every tank with a concen- 
trated solution of sodium hypochlorite; rinsing 
them thoroughly with clear water; and treating the 
wash tanks and intake pipe weekly with a dilute 
solution of sodium hypochlorite or commercial 
bleach. 

This should be allowed to stand in the tank 
overnight and be drained in the morning, with a 
stiff-brush scrubbing and rinsing. 

Too many of those who use darkrooms fail to ap- 
preciate the prime importance of cleaning out even 
stainless steel developing tanks regularly and get- 
ting rid of chemical deposits, dirt and sludge, for 
all these affect film processing. Even the smooth, 
shining surfaces of stainless steel developing tanks 
will tarnish and become pitted if the tanks are not 
kept clean and if dents break through the non- 
tarnishing surface of stainless steel. It should be 
kept in mind that stainless does not mean unstain- 
but Jess-staining. 

When films are carried outside the darkroom to 
be viewed while wet, drip trays should be attached 
beneath the hangettes to keep water off the floor, 
thus reducing the danger of slipping on the part 
of the assistant, the patient or the technician. Fin- 
ished films should be placed in negative-preserver 
envelopes to prevent scratches, pickup of contami- 
nants, and the effect of weathering. 

Temperature control of solutions is important in 
climates where tap water is either very cool or very 
warm, since the best developing results are at- 
tained only when the fluids are within certain very 
definite temperature limits. (68° F. is ideal). 
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Film Protection 


Unused films should be stored in a place far dis- 
tant from any possibility of being exposed by ra- 
diation’ from the x-ray unit, or from opening of 
drawers in a light room. The cupboard in which 
they are kept should be clearly marked “unexposed 
film” to retard unauthorized persons from open- 
ing the drawers in search of objects. 

Of great importance in many localities are water 
purifiers. They do not remove dissolved solids, but 
do get rid of all sand, algae, rust, colloidal material, 
amebic cysts, suspended material, and chlorine and 
phenolic compounds. 

In climates where humidity is high regularly, it is 
even advisable to install de-humidifiers in or near 
the x-ray room. It is also advisable to have exhaust 
fans carry moisture and stale air from humid dark- 
room to the outside for this reason alone. 

Considerable damage to patients and equipment 
can be avoided in the darkened fluoroscopic room 
if the x-ray equipment can be located by means of 
phosphorescent buttons. This may seem like a 
small thing, but if one chooses to be without such 
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Figure 6. To be adequately protected during fluoroscopy, the physician must wear leaded-rubber or leaded-leather apron and gloves. 


‘ 


markers, he had better increase his insurance cover- 
age. 

Great care should be taken to clean up barium, 
vomit, and other foreign substances—not merely as 
a matter of cleanliness for its own sake, but also to 
prevent contamination of electrical circuits and 
mechanical parts—a condition that is only too 
prevalent in some x-ray departments. This means 
cleaning not only the top of the x-ray table or the 
easily-seen part of the floor, but also as far under- 
neath the x-ray table as it is possible to get, and any 
crevices into which the substances may have pene- 
trated. 

Among important accessories for fluoroscopy in 
this room are lead-rubber aprons and gloves. These 
items cannot be dispensed with even by busy phy- 
sicians. Here we are dealing with the proper care 
and maintenance of the most important element in 
the x-ray department—the physician! 

Doing fluoroscopy without lead-rubber aprons 
and gloves—a too-common practice—is as sensible 
as driving an automobile without brakes or head- 
lights (Figure 6). 

But even these protectors will not protect if they 
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Figure 7. Proper care of leaded-rubber or ledded-leather 
aprons and gloves calls for draping them carefully to pre- 
vent sharp bends which cause cracks, leading to radiation 
leaks. Shown is a special rack designed for this purpose. 


themselves are carelessly thrown about instead of 
being draped carefully over curved surfaces, or hung 
up on racks specially designed to hold them. (Fig- 
ure 7) When mistreated, leaded rubber tends to 
develop cracks, which allow passage of x-radiation. 
Thus the apron or glove fails in its intended func- 


tion. 
Fine Points 


One of the finer points of operating an x-ray de- 
partment is to order films in relatively small quan- 
tities so as not to have unused stocks on hand for 
any length of time, and thus run the risk that new 
film will be accidentally used before old. 

However, one cannot pursue this practice unless 
he maintains close and stable relations with a source 
of supply that can provide quick mail or truck de- 
livery service. Even then, one’s source of supply 


should be tested for reliability. 


This same proximity that is so he!pful in order. 
ing films is also beneficial in getting quick emer- 
gency service, and in quickly replacing items whicl: 
may wear out or cease operation suddenly and un- 
expectedly, such as safelight bulbs, film driers, ex- 
posure switches, or x-ray tubes. 


People Are Important 


A lot has been said about the care of x-ray equip- 
ment and accessories, but what about the care of 
personnel? In addition to the physician’s using and 
taking care of lead rubber garments, as mentioned 
previously, anyone who frequents the general vi- 
cinity of the x-ray equipment should be protected 
from exposure to direct—or scattered—x-radiation. 

The only way to tell whether x-rays are bounced 
off in unexpected directions during exposure is to 
monitor suspected areas, using dental film, or small, 
self-charging portable radiation detectors. 

Occasionally, installations are made by fly-by- 
night outfits without proper attention to exposure 
of people working in adjoining offices or in offices in 
the floor below or above. It is possible that someone 
sitting at a desk near a party wall, might be receiving 
exposure to radiation day in and day out without 
realizing it. 

Sometimes, lead shields are used instead of wall 
partitions to separate the exposure area from the 
control panel area. These may be placed in entirely 
the wrong manner. 

To be sure that a lead shield is properly placed 
and sufficiently large, the monitoring technique 
must be used, or the manufacturers’ specifications 
rigidly observed. 

Every installation is different, and some are lo- 
cated in crowded offices, where people work in close 
proximity to the x-ray machine. In these situations, 
monitoring is a MusT. Failure to monitor thoroughly 
and periodically is an engraved invitation to a law- 
suit, or ill health. 

Taking care of technicians’ health and morale by 
providing darkroom ventilation, and improving pa- 
tient and physician health and morale by ventilat- 
ing fluoroscopic rooms is another aspect of taking 
care of the people in and around x-ray equipment. 
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Trends and Events in the Nation's Capital 


Last New Deal Influence Leaves Health Department 


[swore S. FALK, who was the foremost exponent of 
compulsory health insurance in the Federal govern- 
ment’s executive branch, has left his post in the De- 
partment of Health, Education and Welfare and will 
not return. 

Labeled for years as “the New Deal’s No. 1 so- 
cializer of medicine,” Falk’s ouster had long been 
urged by interests influential in Washington, but 
his departure took place with dramatic suddenness. 
It closes out an era which began nearly two decades 
ago when, with Franklin D. Roosevelt in the White 
House and liberal Democrats strongly entrenched 
in Congress, the forces for medical nationalization 
began limbering up their big guns. 

Falk was a member of the original working staff 
that framed the social security bill which New York’s 
Senator Robert Wagner introduced. This became 
law and not long afterward the famous Wagner- 


Martin F. Durkin 
Studies health benefits for plumbers. 


GP « February, 1954 


Wilbur J. Cohen 
Directs research for government bureau. 


Murray-Dingell bill was filed in House and Senate. 
By this time Falk was an official in the Social Se- 
curity Board, in which capacity he labored diligently 
to help draft the compulsory health insurance meas- 
ure and to furnish technical aid to its sponsoring 
triumvirate. 

When the Federal Security Agency was formed in 
1939 and social security was made one of its com- 
ponents, together with U. S. Public Health Service 
and the Office of Education, Falk came into the new 
agency and a year later was elevated to the position 
of research chief in the reorganized Social Security 
Administration. During Oscar Ewing’s five-year in- 
cumbency as head of FSA, ended with the defeat of 
President Truman, he depended a great deal upon 
his chief of research and statistics to provide a 
steady stream of propaganda to support the Tru- 
man-Ewing campaign for a compulsory insurance 
system. 

Front office plans for displacement of Falk began 


Rep. Robert W. Kean 
Says doctors favor social security. 
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to take shape several months ago. But they did not 
materialize until December, when a different posi- 
tion was offered to him in the Bureau of Old Age 
and Survivors’ Insurance. Salary and civil service 
grade were the same as he had had, but, as was ex- 
pected, Falk declined. 

Then, early in December, he was borrowed by the 
government of Haiti to give technical aid on its 
newly established social insurance program. While 
he was away, “arrangements” were made for the 
International Bank to use Falk on a six-months’ 
leave of absence basis to join an economic mission 
being sent to Malaya in January. Appointed to suc- 
ceed him as director of research and statistics was 
Wilbur J. Cohen, also a government career man. 

To a lesser degree than Falk, Cohen likewise has 
been criticized as a supporter of compulsory health 
insurance. He has been much less voluble in its de- 
fense, however, and actually performed in a highly 
satisfactory and neutral manner in 1952 and early 
1953 when he headed a special committee that ad- 
vised the Wage Stabilization Board on industry’s 
health care provisions for employes and other fringe 
benefits. In shifting from his former post as tech- 
nical advisor to the Social Security Commissioner, 
Cohen voluntarily accepted a reduction in salary 
and rank. 

Falk has confided to friends that, while techni- 
cally he is on a leave of absence, he will not return 
to the Department of Health, Education and Wel- 
fare. His plans for the future are uncertain. It will 
be noted that his separation from the Eisenhower- 
Hobby team was neatly executed, lacking the un- 
favorable publicity that accompanied the awkward 
dismissal of Falk’s former boss, Social Security Com- 
missioner Arthur J. Altmeyer. 

There can be no question that President Eisen- 
hower meant it when he said, both during his elec- 
tion campaign and afterward, that he is firmly set 
against institution of national health insurance. But 
events of recent weeks demonstrate that the Chief 
Executive is equally determined to lighten the med- 


REGIONAL 


MEDICAL 


EDUCATION 


Possisinity of co-operation in higher education among the six New 
England states, with particular reference to medical and dental 
training, is now under consideration. An outline report has been 
drawn up following a plan under which established facilities of four- 
teen southern states have been pooled so that institutions within 
each state may better serve the whole region. 

A similar plan is under operation among a group of western states. 
Under such a program, a state with no medical school appropriates 
money for educating a group of medical students at colleges else- 
where in the region, rather than face the costly and difficult task of 
creating its own new medical training facilities. 


ical economics burden of the middle and low incon 
classes. He welcomes advice and guidance but wil! 
resist threats and pressure. The ensuing months 0); 


Capitol Hill will disclose the measure of Mr. Eisei- 


hower’s success. 


Veterans’ Medical Care Program To Continue 


Random jottings on the Washington scene: 

The government’s Budget Bureau has released 
$2,000,000 of the $2,783,000 which it had im- 
pounded last summer, for economy reasons, from 
the appropriation for Veterans Administration. As 
a result, there will have to be no drastic retrench- 
ment in VA’s so-called home town medical care 
program and sums will be ample to make payments 
to participating physicians for fee-basis services in 
veterans’ outpatient care. 

A New Year’s statement by Representative Rob- 
ert W. Kean, of New Jersey, reaffirmed his position 
that the average physician is in favor of being cov- 
ered under social security, in spite of the contrary 
stand taken by American Medical Association. Rep- 
resentative Kean is one of the senior Republican 
members of House Ways and Means Committee, 
which will consider revision of the social security 
law at this session of Congress. 

Largely as a result of Senate Judiciary Commit- 
tee’s disclosures of questionable advertising prac- 
tices, the Federal Trade Commission has initiated 
a full scale investigation of insurance companies that 
sell indemnity-type medical care and hospitalization 
coverage. The inquiry will be centered on advertis- 
ing claims by firms which do business by mail order. 

Reflecting increased interest by labor unions in 
health services for their members, the United Asso- 
ciation of Plumbers and Pipefitters (AFL) has 
launched a survey to ascertain how many of them 
are protected by health benefits in their employ- 
ment contracts and how comprehensive the benefits 
are. President of the union is Martin F. Durkin, for- 


mer Secretary of Labor. 
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BY |. PHILLIPS FROHMAN, M.D, 


** Practitioners of medicine are men of ideas. All 
of us are not Pasteurs, Harveys, or Flemings. But 
every doctor encounters situations that he must solve 
alone. In the process he often comes up with an idea 
that can be used by others. Thus is the general reservoir 
of ideas kept filled.” —Watrer C. Atvarez, M.D. 


GENERAL PRACTITIONERS see 85 per cent of the medi- 
cal patients of this country, but write less than 5 
per cent of the medical literature. 

Although these rather embarrassing figures may 
be defended, it is difficult to find any justification 
which is not tainted by certain unpleasant impli- 
cations—such as, (1) that the general practitioner’s 
practice provides no material for observation or 
experimentation, cannot respond to new treatment 
methods, and yields no new ideas; or (2) that 
general practitioners are not sufficiently literate to 
translate their ideas and their professional experi- 
ence into clear, readable, written English. 

Obviously, these implications are intolerable. 
They are not acceptable to you, or to me, or to the 
dictates of common sense. We know our practices; 
we know how rich is their experimental potential, 
how provocative of new ideas they are, what chal- 
lenges and stimulations they offer—both as inter- 
esting individual personalities and as medical 
“cases.” We also know that we have something to 
say—much to say, in fact—and some day we are 
going to “organize our thoughts and get down to 
the business of writing.” And when are we going 
to do this? Why, just as soon as we can “‘find the 
time” and can overcome our reluctance to wrestle 
with sentence construction and dangling participles 
and split infinitives. We will get around to it shortly. 

But it is precisely because we don’t “get around 
to it shortly” that this article has been written. If 
this writing succeeds in influencing only one reader 
to write one worthwhile professional article which 
might not otherwise have been written, it will have 
accomplished its objective. 

The general practitioner authors of medical 
Writings, scientific or non-scientific, are general 
practitioners with practices that are probably as 
demanding as yours. What each says is the highly 
individualized product of his practice and his ob- 


GP + February, 1954 


Does the General Practitioner Have Writer's Cramp? 


servations. No two articles are alike and none could 
have been written by anyone else; yet each, in its 
way, is a contribution to the common fund of medi- 
cal knowledge. You, too, have such contributions 
to make. 

Set aside your fears that your contribution 
will not be “world-shaking.” You are perhaps too 
close to your idea, anyway, to judge its relative 
importance. Dr. Alvarez says that “ideas grow by 
sharing. Good ideas are taken up by others, modi- 
fied by necessity, and in the process become better, 
more useful, and of wider application. The false is 
filtered out, the true retained. Bad ideas are given 
short shrift.” He might also have added that you 
will never know how good your ideas are until you 
have given others an opportunity to test and com- 
pare them in their own practices. 

Now as for the general practitioner who does 
write. Why and how does he do it? 

He writes because he is convinced: he has some- 
thing worthwhile to say; he writes because writing 
is a rigorous procedure which clarifies his own 
thinking and more or less enforces an objective 
attitude; he writes because good writing demands 
a thorough knowledge of its subject matter, and 
reference-checking unfailingly augments the edu- 
cation of the checker; and he writes because he is 
human enough to want to see his brain-child and 
his by-line in print, and to want them to be seen by 
his colleagues and his friends. 

And how does he write? He writes by eschewing 
all his old, wornout rationalizations and by sitting 
down determinedly with pencil in hand. He forgets 
his diffidence in matters of English grammar and 
says what he has to say. This done (and it is quite 
often done in a surprisingly short while), he re- 
reads, rechecks, revises, and usually rewrites; in 
other words, he edits. And he can be confident that 
the minor flaws he overlooks will be smoothed out 
by the editor who accepts his manuscript. 

He does not worry about how to classify his 
article. There are many criteria for classifying 
medical writings. They may be grouped according 
to subject matter (e. g., cardiology, orthopedics, 
obstetrics) ; according to methodology (e. g., re- 
porting an experiment, reviewing the literature, 
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describing a new technique) ; according to the ex- 
pected reading public (e. g., professional. semi- 
professional, and lay medical articles). 

These are but a few possible classifications and 
it is apparent that any given article may be classified 
in diverse ways according to different criteria. 
One article may often overlap categories within a 
single classification. Consistency of subject matter, 
methodology, style, etc., is commendable, but not 
always mandatory—and inability to achieve it 
should not deter if there is something to say. 


Finally, the moral right of any physician to wit!:- 
hold information he has reason to believe may be 
of value is (to state it mildly) highly questionable. 
Surely it is a professional obligation to disseminate 
such information via the one medium equally ac- 
cessible to all—that is, through the printed word. 

Waiting is dangerous; its effects are cumulative, 
chronic, and stultifying. A good time to begin is 
now. It is true that “‘it’s later than you think” —but 
it is also true that writing, with all its exigencies, is 
easier than you think. 


What Others Are Saying... 


An Effective Health Program for Industry 


ANDREW FLETCHER, president, St. Joseph Lead Com- 
pany, New York, and Chairman of the Board of Trus- 
tees of the Industrial Hygiene Foundation, before that 
organization’s 18th annual meeting at Mellon Institute, 
Pittsburgh: 

**The modern concept of industrial hygiene and med- 
icine in industry is the total physical and mental well- 
being of the worker, both on the job and at home. 
Though such a philosophy delves into the realm of 
human relations and may seem a bit idealistic for prac- 
tical-minded industrialists, it is in reality good business 
sense. Approximately one-third of the population of the 
United States is employed in industry. The dependents 
of these workers comprise at least another third of the 
population. Although a company’s responsibility for its 
workers theoretically ends when the quitting whistle 
blows, many foresighted industrialists are going a step 
further into the field of human relations, not merely be- 
cause they have suddenly become completely altruistic, 
but because the relationship of industrial health with all 
the other health fields is becoming increasingly evident. 
Industrial health is directly allied with public health 
in that a workman must be kept healthy 24 hours a day 


Medical Manpower Short 


ArTHUR S. FLEMMING, Director, Office of Defense Mo- 
bilization: “President Eisenhower considers the 79 
medical schools key factors in strengthening the man- 
power mobilization base, not only for the armed forces, 
but for civilian defense and all-out production in 


if he is to do an efficient job for eight of those hours. 

‘Therefore, progressive managements concern them- 
selves with the physical and mental well-being of the 
worker, his family, and the whole community. Physical 
examinations of employees catch non-occupational dis- 
eases in their incipient stages while there is still time to 
effect a cure. Physical defects are also uncovered and 
make it possible to place the man on a job commensu- 
rate with his physical condition, thereby prolonging 
his economically productive years. Health education in 
the plant is reflected in improved living standards 
outside its walls. Everybody benefits, including the 
employer. 

**In certain companies, in-plant health programs have 
reduced absenteeism by more than 29 per cent, labor 
turnover by almost the same, and have cut occupational 
diseases in half. Considered in this light, it is obvious 
that a good industrial health program is an essential 
part of any management program in industry. I don’t 
need to spell out to you the disrupting and costly effect 
that absenteeism alone has on production. The savings 
through reduction in absenteeism can easily offset the 
cost of a health program.” 


emergency. A principal problem is shortage of people 
with adequate medical training. Health services are 
important in keeping employee absenteeism and illness 
to a minimum in time of critical national need. A doctor 
shortage could peril defense.” 
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Public Relations 


Some public relations tips to the general physician 
engaged in part-time industrial medicine have been 
passed on by Dr. Leo Wade of New York. Speaking 
before the Medical Society of the County of New 
York, Dr. Wade suggests that the physician, first of 
all, take care to certify medical disability properly, 
on the basis of medical rather than economic factors; 


|TINDUS TRIAL MEDICAL ASSOCIATION 


second, that he take a realistic approach to workers’ 
rehabilitation, encouraging abilities rather than dis- 
abilities; third, that he be cautious about labeling 
an illness or accident as industrial in origin if the 
hazard might have been elsewhere; fourth, that he 
charge industry reasonable fees; and, fifth, that the 
‘physician assume a fair share of responsibility for 
health education, interpreting illnesses to employ- 
ees in words and diagrams they can understand. 


Oxygen Catalogue Out 


A CoMPLETE line of Ohio oxygen therapy and re- 
suscitation equipment is featured in a new, illus- 
trated 24-page catalogue, obtainable from the Ohio 
Chemical & Surgical Equipment Co., a division of 
Air Reduction Company, Inc., Madison 10, Wis- 
consin. 

Included in the catalogue are descriptions of the 
Model 90A electric oxygen tent, the bedside emer- 
gency oxygen unit, the portable oxygen therapy 
unit, post-operative treatment apparatus, B-L-B 
inhalation masks, K-S disposable oxygen masks, 
B-L-B inhalation apparatus, Model 15 humidifier, 
aerosol units, the tracheotomy oxygen conditioner, 
infant resuscitators, adult resuscitators, and bel- 
lows-type resuscitators. 


GP February, 1954 


Practical Tips for Busy Doctors 


In addition, the book contains a parts and acces- 
sories index, a description of Ohio’s four-way oxy- 
gen therapy service, and an explanation of the 
Kreiselman principle of resuscitation. 

Physicians may obtain a copy of the catalogue by 
requesting Form No. 2180. 


Billing Aids 


AVAILABLE now in small quantities for use by physi- 
cians—doctor-designed continuous form statements 
which will greatly simplify monthly billing opera- 
tions. Called “Bill-A-Pak,” and produced by the 
Debisteve Company of Minneapolis, they are printed 
in a continuous perforated strip and zig-zag folded 
into a compact box. Bill-A-Pak comes in units of 
1000 standard size or 2000 junior size. A marked 
rectangle on the statement for patient’s name and 
address matches the openings on window envelopes, 
eliminating a second addressing operation. After 
starting “Bill-A-Pak” through the typewriter, a 
twist of the knob positions the next statement and 
the completed statement goes up and out. Junior 
size Bill-A-Paks fit standard-sized envelopes without 
folding. Doctors, accountants, and business man- 
agers of clinics all contributed their ideas to devel- 
opment of the new forms. 
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BIOPAR is 


“intrinsically” better 


A new, many times more potent Intrinsic Factor in 
Biopar makes possible a full therapeutic vitamin B,2 
nouritides of various origin response orally—even in the presence of partial or 
complete achlorhydria. The Intrinsic Factor in 
growth promotion Biopar, many times more active than previously 
available intrinsic factor preparations—performs the 
essential functions ascribed to the classic 

Intrinsic Factor of Castle. 


an effective oral replacement 
for injectable B;2 


Oral Biopar therapy produces a full reticulocyte 
response and red blood cell increment in pernicious 


anorexia osteoarthritis 


trigeminal neuralgia anemia, as confirmed by fourteen independent 


investigators (personal communications). 


BIOPAR 


Each BIOPAR tablet contains 


Crystalline Vitamin Bio U.S.P. 6 mcg. 
Intrinsic Factor 30 mg. 


Supplied: Bottles of 30 tablets. 


with wide non-hematologic uses 
Biopar is exceedingly useful as an oral replacement 
for injectable vitamin B,2 treatment, and as an 


adjunct to high-potency injections. A pronounced 
“tonic” effect is accredited to vitamin By2. 


A DIVISION OF ARMOUR AND COMPANY - CHICAGO 11, ILLINOIS 
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Multiple Myeloma. By I. Snapper, M.D., Louis B. Turner, 
M.D., and Howard L. Moscovitz, M.D. Pp. 168. Price, 
$6.75. Grune and Stratton Company, New York City, 
1953. 


This monograph is based on a study of ninety-seven 
cases of multiple myeloma personally examined by the 
authors, forty-one of which came to autopsy. With this 
as a foundation, the book discusses in adequate detail 
the myeloma cell, incidence and survival in multiple 
myeloma, the peripheral blood picture, the clinical 
manifestations, the roentgenologic changes in the bones, 
and the metabolic abnormalities which are such an in- 
teresting feature of this disorder. In addition, solitary 
myeloma, multiple plasmacytomas, and extramedullary 
plasmacytomas are considered. Pathology is discussed, 
as are differential diagnosis and treatment. The last is 
taken up in some detail. 

The work is well presented, on high grade paper 
with excellent type and very good illustrations. It is 
well written and interesting. This monograph should 
prove useful to both the internist and the general prac- 
titioner. 


—Max Wintrosg, M.D. 


The Gold-Headed Cane. By William MacMichael, M.D. Pp. 
205. Price $6.50. Charles C Thomas, Springfield, IIL, 
1953. 


The Gold-Headed Cane is an intriguing and fascinating 
book to read. It will have no appeal to any so engrossed 
with the exactitude of modern science that they have 
no time or patience with the inexactitudes of empiric 
medicine. This volume is essentially the story, told in 
autobiographic form, of the gold-headed cane which was 
carried successively by the English physicians to the 
high dignitaries of state; Radcliffe, Mead, Askew, Pit- 
cairn, and Baillie. 

The authors have given to the cane a personality so 
life-like that you consider it an individual walking with 
pride through five successions of medical practitioners 
to kings, queens, and noblemen. Its personality is both 
proud and pathetic; proud when walking with the 
giants of the times; pathetic to the present-day reader 
who can compare the shortcomings of that time with 
today’s accomplishments. 
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There is revealed to us here the existence of a woe- 
fully inadequate and unbelievably bizarre system of 
medicine. However, the five men who were the posses- 
sors of the cane stood out from the herd, not necessarily 
because of superior knowledge, but because of person- 
alities which would make them superior in any genera- 
tion. To Americans particularly, this is an intriguing 
volume because it smacks so strongly of tradition, the 
possession of a mature and perhaps a declining civiliza- 
tion. It makes one wonder if in looking backward, there 
is likely to be a lessening of the urge to go forward. 

In the first of the book the authors tell of the revival 
of the tradition of handing down the gold-headed cane 
by the University of California School of Medicine 
which has made an award to outstanding students 
since 1939. The original cane now rests in the Museum 
of the Royal College of Physicians in London, inanimate 
yet vociferous. The new cane declares: “I am the rein- 
carnation of the spirit of the old Gold-Headed Cane. 
My spirit is happy to escape from the case in the mu- 
seum, and to go about again observing the conduct of 
physicians in the world of men. 

“I symbolize the ideals of the true physician. I have 
inherited from the ages those qualities which endear 
the physician to his fellowmen. I am imbued with the 
spirit of service. I take my precepts from the Oath of 
Hippocrates, the Prayer of Maimonides and the Golden 
Rule... .” 

How well will the present generation of physicians 
measure up under its constant observation? 


—J. R. Fowzer, M.D. 


Disability Evaluation. By Earl D. McBride, M.D. 5th Ed. 
Pp. 692. Price, $15.00. J. B. Lippincott Company, Phil- 
adelphia, 1953. 


With the increasing number of accidents in the plant, 
on the road, and in the home, many new responsibilities 
have been given the average physician; one of these is 
the evaluation of resultant disabilities. 

In this fifth edition, the author brings his data up to 
date and modernizes his thinking as a result of his 
greater experience in the industrial medical field. He 
shows an understanding of the individual and his work. 


Che Practitioner’s Bookshel, 
: 
| | 
115 


But it would take about 
that many eggs to equal 

the 25 mg. thiamine 
content of a single capsule of 


“Beminal” Forte with Vitamin C. 


Also included are therapeutic amounts of 


B complex factors as well as ascorbic acid 


which render this preparation particularly 
suitable for use pre- and postoperatively, 
= and whenever high B and C vitamin 


levels are required. 


Thiamine HCI 


BEMINAL: 
with VITAMIN 


Ayerst, McKenna & Harrison Limited « New York, N. Y. » Montreal, Canada 


GP e Volume IX, Number 2 


Y Idn’t ibe 400 day! 
ou wouldn't prescribe eggs a day! 
] 
| 
| 
‘ 
Nicotinamide . . 100.0 mg. 
Pyridoxine HCI (Bo)... 1.0 mg. a 
Cale. pantothenate ...... 10.0 mg. 
at 
116 


lt is a legal treatise, complete with charts and illustra- 
tions by a medical man for the practicing physician 
and in the language he can best understand. 

Although this book deals primarily with trauma, the 
author also has included many medical conditions 
where disability has developed and must be evaluated. 

One cannot help but feel that the family physician 
who finds himself faced with the duty of evaluating a 
disability will find most of the answers in this book. 
At least he will have a guide that will aid him in doing 
justice to all concerned. From this reference, the attend- 
ing physician gains a deeper knowledge of the medico- 
legal aspect of accidents and is prepared to give proper 
testimony when required. 

There are few similar books covering so much ground 
in such a complete and satisfactory manner. Every 
doctor and lawyer whose service involves compensation 
might well add this book to his library. 

—C. F. Suook, M.D. 


Living with a Disability. By Howard A. Rusk, M.D. and 
and Eugene J. Taylor. Pp. 207. Price, $3.50. The Blakis- 
ton Company, Inc., New York, 1953. 


Dr. Rusk’s great contribution in the field of rehabilita- 
tion of the disabled is augmented by this excellent 
book. Though intended primarily for the handicapped 
patient, it could certainly be read with interest by the 


physician. And, since it carries a message of hope, it 
could well be recommended as part of the therapy of 
the handicapped patient. The book is beautifully 
illustrated, showing many ingenious devices used by 
handicapped people. Particular attention is given to 
maintaining personal appearance and relaxing by en- 
gaging in games. I believe that its message of hope and 
encouragement for the handicapped will make the 
reading of this book a part of the over-all therapy for 
anyone with a disabling condition. 

—Anprew S. Toms, M.D. 


Peptic Ulcer. By Lucian A. Smith, M.D. and Andrew B. 
Rivers, M.D. Pp. 576. Price, $12.50. Appleton-Century- 
Crofts, Inc., New York City, 1953. 


This book is of unusual value for several reasons. 
First of all, it is based on a tremendous amount of clini- 
cal experience. For many years at the Mayo Clinic Dr. 
Rivers made a particular study of the exact skin refer- 
ence of pain produced by lesions of the stomach and 


- the duodenum. He was particularly interested in the 


ways in which this skin reference distribution of pain 
changes when the ulcer penetrates into some surround- 
ing tissue. 

Naturally then, new nerves become involved, and as 
one would expect, pain is felt in a new place. That such 
studies can have great diagnostic value can be seen 
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from the fact that commonly after a gastroenterostomy 
or a subtotal resection, the best indication that a jejunal 
ulcer has formed is the fact that the pain which used 
to be high in the epigastrium and perhaps a little to the 
right, has shifted to a point a little to the left and below 
the navel. 

Very interesting are the pictures on page 253 show- 
ing the positions commonly assumed by patients when 
they are suffering from the severe pain of a penetrating 
duodenal ulcer. Many a time this reviewer has walked 
into the hospital room of a patient who for some time 
had been treated as a psychiatric problem and would-be 
morphine fiend, and, largely because of the position 
the man assumed in his agony, has ordered an operation 
the next day. 

The book is readable and interesting; it is well illus- 
trated and well documented. If the reviewer could afford 
only one book on ulcer this is the one he would want 
to get. 

Nowhere in the literature is there a chapter quite like 
the one on splanchnic sensory pathways. Everyone 
should feel grateful to Dr. Lucian A. Smith who, after 
the unfortunate death of Dr. Rivers, carried on and 
finished this fine monograph. The chapters on treat- 
ment are good, as one would expect, since Smith and 
Rivers had a tremendous experience in the treatment 
of patients with ulcer. 

—Watrer C. Atvarez, M.D. 


Pediatric Gynecology. By Goodrich C. Schauffler, M.D. 3rd 
Ed. Pp. 318. Price, $7.50. The Year Book Publishers, Inc., 
Chicago, 1953. 

This authoritative and interestingly written treatise 
on gynecology as it especially applies to children and 
adolescents is an excellent compendium of the subject. 
Widespread acceptance by pediatricians, those in gen- 
eral practice, and others who have occasion to advise on 
the patient who is still growing and developing is indi- 
cated by the necessity of this third edition. In general, 
there has been some neglect of gynecologic complaints 
in this age group in the past, and probably a number of 
children have graduated into the child-bearing age 
period with neglected defects that are correctable during 
the growth period. Lack of knowledge probably accounts 
for at least some of this neglect, and this textbook will 
help considerably in supplying this information to 
pediatricians and general practitioners in particular. 
Short enough, like a lady’s skirt, to cover the subject, 
and not long enough to be boring, the book makes inter- 
esting reading and a handy reference. 

The sections on social service aspects will be of inter- 
est not only to physicians but to the broad spectrum of 
nonmedical personnel concerned with adolescents. 
With the spotlight on juvenile delinquency, it behooves 
all with a sense of community responsibility to review 
the background of at least this one facet of this tremen- 
dous problem. This book is well written and is strongly 
recommended. —Freperic Gerarp Burke, M.D. 
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Water, Electrolyte and Acid-Base Balance. By Harry F. Weis- 
berg, M.D. Pp. 245. Price, $5.00. The Williams and Wil- 
kins Co., Baltimore, 1953. 

The literature on water, electrolyte, and acid-base 
balance is increasing rapidly. It is hard to digest because 
so many articles assume a certain amount of knowledge, 
and the articles are scattered in so many journals. There 
is no questioning the increasing clinical importance of a 
knowledge of this subject. 

This monograph is an excellent starting point for the 
clinician. The text is organized well, easy to read, and 
easier to digest than most texts on this subject. 

The first sixty-eight pages are devoted to “Normal 
Physiology”—and are designed for the physician who 
knows practically nothing about the subject. Compre- 
hension of the text is increased by the many tables that 
summarize critical information used in clinical practice. 
Here, milliequivalents are not only explained but justi- 
fied. The factors affecting body water and electrolytes 
and their interrelations are concisely explained. 

The second section of seventy-five pages deals with 
“Pathologic Physiology.” Deviations of either water or 
electrolytes and the clinical combinations are discussed. 
Points made in the text are crystallized in charts and 
diagrams. 

The remaining fifty-odd pages are entitled ““Thera- 
peutic Guideposts.” The most useful section is the 
chapter on “Electrolyte Repair Solutions.” It contains 
data on content of each electrolyte, caloric value, and 
shows what combinations of repair solution will meet 
most specific clinical needs. 

All in all, it’s a good text and certainly a bargain at 
the price. 

—Nicuotas J. Cotsonas, Jr., M.D. 


Films in Psychiatry, Psychology and Mental Health. By Adolph 
Nichtenhauser, M.D.; Marie L. Coleman; and David S. 
Ruhe, M.D. Pp. 267. Price, $6.00. The Health Education 
Council, New York, 1953. 

This unique book is the result of a study made by the 
Medical Audio-Visual Institute of the Association of 
American Medical Colleges of fifty-one films in psychi- 
atry, psychology, and mental health, from the viewpoint 
of the medical audio-visual educator. 

A limited number of scenes from the films competent- 
ly discussed and criticized in this volume illustrate well 
the content of the films. Following an explanation of the 
reviewing method used and the value of motion pic- 
tures in the teaching of psychiatry to undergraduate 
and postgraduate medical personnel, the fifty-one as- 
sorted films are reviewed. The discussion of each film 
follows a definite pattern. The audience appealed to is 
specified, a film content description with the purpose 
and objective given, an appraisal of the presentation 
with inaccuracies and technical errors pointed out, the 
effectiveness of the film in reaching the goal evaluated, 
and the distribution for best utilization stressed. 

The value of this book to general practitioners, de- 
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spite its good printing, excellent illustrations, and easy 
readability, is limited by the authors who recommend 
only eighteen of the fifty-one films as appropriate for 
presentation to general practitioners. It is noted that 
forty-three are considered more suitable for psycholo- 
gists and thirty-eight are recommended for medical 
student training. 

This book would be a valuable asset to any physician 
who is concerned with the presentation of programs for 
social workers or nurses in psychiatric training or for 
one who has need for a permanent film catalogue in the 
field of mental health. —WituaM J. Suaw, M.D. 


A Primer of Cardiology. By George E. Burch, M.D. 2nd 
Ed. Pp. 339. Price, $5.50. Lea & Febiger, Philadelphia, 
1953. 

Probably the first edition of A Primer of Cardiology 
is familiar to most who will read this review of Dr. 
George E. Burch’s second edition. Certainly the Primer 
has had a large (and well-deserved) popularity with 
medical students and practicing physicians alike. It is 
hard to think of another textbook that equals the 
Primer in its integration of basic physiology, theories, 
and clinical practice. Its success in this regard seems 
attributable chiefly to two factors: Burch has the 
teacher’s gift for divining the areas of knowledge that 


need bolstering in his pupils’ (readers’) minds; and he 
uses a wealth of simple diagrams. Some of these dia- 
grams are not very pretty, but they all do the job for 
which they are intended. 

This new edition has obviously been extensively 
revised. It includes much more generous consideration 
of congenital cardiovascular defects—a natural conse- 
quence of growing interest in these conditions. As in 
the previous edition, the format makes for ease of 
study—a feature that is sure to appeal. 

The publishers have provided an excellent quality of 
paper and an attractive binding. In their announce- 
ment of this book, they state, “This is an excellent 
book for medical students and physicians interested in 
a practical introduction to cardiology. It is a book 
that should be available in every clinic, hospital and 
medical library.” | doubt that they will find anyone 


who will disagree. —Hucu H. Hussey, M.D. 


Pediatrics. Edited by L. Emmett Holt, Jr., M.D., and Rustin 
McIntosh, M.D. 12th ed. Pp. 1,485. Price, $15.00. Apple- 
ton-Century-Crofts, Inc., New York, 1953. 

The authoritative Holt textbook of pediatrics was 
completely rewritten for this, the twelfth edition. While 
seventy-two collaborators assisted the authors in the 
preparation of the text, the disadvantages of multiple 


for continuous, maintained gastric 
| in the treatment of peptic ulcer 


Nulac 


pemmeet tasting tablet di dissolved slowly in the mouth 


- made from milk combined with dextrins and maltose with 
balanced nonsystemic antacids. * 


clinical work in 


approach to t 


rogress it to “the 


continuous ‘intragastric drip for the amb: 


latory patient.”’** (Reprints on request.) 


peptic ulcer healing. . 


burn, gastritis, hyperacidity. 


literature and clini 


trisilicate, 3.5 Cao 
Gold 


trial samples. 


ta, 2.0 gr-; Mgoside?2.0 gr.: 
 E., J. Lab, & Clin, Med. 42:955 (1953) 


HORLICKS CORPORATION 
Pharmaceutical Division * RACINE, WISCONSIN: 


GPe February, 1954 123 we 


4 
salicylate 


formulas 


to advance control in 
rheumatic disease 


APPLICATIONS 
& P-B-Sal-C for routine therapy in rheumatism and 
arthritis. 
2) P-B-Sal-C with COLCHICINE for diagnostic and specific 
control in gouty arthritis. 
) P-B-Sal-C with ESOPRINE for greater relief in rheumatic 
disease associated with painful muscle spasm. (Fibrositis, 
myositis and bursitis.) 


“@ P-BSal-C SODIUM FREE for convenient therapy in rheu- 
matic conditions complicated by cardio-vascular disease. 


P-B-SAL-C 


(ULMER) 


BASIC FORMULA AND COMBINATIONS 
Each Tablet Contains 
1. P-B-Sal-C (basic formula) 
Sodium Salicylate......... 0.25 Gm. (4 gr.) 
Para-aminobenzoic Acid. ...0.25 Gm. (4 gr.) 
Ascorbic Acid... 20 mg. (4 gr.) 
2. P-B-Sal-C with COLCHICINE 
Basic formula: plus 
Colchicine........... 0.25 mg. (1/250 gr.) 
3. P-B-Sal-C with ESOPRINE 
Basic formula plus late. 0.25 1/250 ULMER 
Methylbromide...... 0.50 mg. (1/125 gr.) COMPANY 
4. P-B-Sal-C SODIUM FREE 
Ammonium Salicylate......0.25 Gm. (4 gr.) 3, 
(replaces Sodium Salicylate in basic formula) 


124 


authorship are largely avoided by the synthesis of th. 
authors’ viewpoints with those of the collaborators. 

The book is a veritable encyclopedia of pediatric 
knowledge. The choice of type for titles, headings, sul)- 
headings, and text is excellent. The illustrations, whic!) 
include numerous photographs, charts, graphs, an 
diagrams, are of good quality and make for easy reading 
and quick reference. The text is not cluttered with foot- 
notes, yet adequate references are given at the end of 
most articles. The style of writing is consistent through- 
out and is not only accurate and scholarly, but clear and 
interesting. Throughout the text is constantly recurring 
evidence that this is an entirely new volume and not just 
a “rehash” of previous writings. 

No textbook can be “‘all things to all men,” and this 
one is no exception. Thus, its primary emphasis is on 
the academic or institutional approach to pediatrics, 
with secondary emphasis on everyday practice. While 
numerous rare conditions are covered with laudable de- 
tail, many of the practical problems which confront the 
general practitioner who cares for children are not men- 
tioned or are covered briefly. The section on poisoning, 
for example, might well have been expanded with per- 
haps a tabular presentation of the more frequent poison- 
ings, including their management, since these always 
represent urgent problems for the general practitioner 
when confronted with an instance of poisoning. Con- 
siderably more emphasis might have been placed on the 
handling of the psychologic aspects of pediatric prac- 
tice. 

The primary usefulness of the new Holt Pediatrics is 
for the student, intern, resident, pediatrician, and the 
more academically minded general practitioner. The 
book is not primarily a manual for the everyday manage- 
ment of the problems of children as encountered in 
general practice, but rather a reference type of text- 
book, presenting clearly and authoritatively a great 
amount of current knowledge in the field of pediatrics. 

D. Snivety, Jr., M.D. 


Stress Incontinence in the Female. By John C. Ullery, M.D. 
Pp. 149. Price, $6.75. Grune and Stratton, New York, 
1953. 


The purpose of this book is to present a picture 
study of: 
1. The anatomy of the urethra, bladder, and pelvic 
fascia. 
2. The physiology of micturition. 
3. The alterations and pathologic changes that occur 
and tend to bring on stress incontinence. 
4. The methods of diagnosis. 
5. A broad survey of the problems of treatment. 
This purpose is accomplished insofar as readability 
and illustration are concerned; however, its value to 
the general practitioner, in my opinion, is practically 
nil, since the few grains of wisdom that may be gleaned 
would be buried while the general practitioner was 
wading through the mass of technical information. 
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Dr. Ullery strongly infers that the volume is not one 
for a general practitioner in his statement: ‘““The volume 
is an attempt to present material that has accumulated 
on stress incontinence in the female in such a way that 
it will be valuable to the medical student and the general 
practitioner who wishes only a general acquaintance 
with the subject, as well as to those who are intimately 
concerned with its treatment and cure.” 

Dr. Ullery is to be congratulated on the vast amount 
of research that was carried out in accumulating the 
material for this volume, as evidenced by the 137 
references in the bibliography. He is likewise to be 
commended on his patience in cataloging the material 
after he had gathered it. 

Rather than have this volume gather dust in my 
library, it now reposes in the medical library in the 
Department of Gynecology and Obstetrics, University 
of Oklahoma School of Medicine, where its pages come 
to life for specialists in that field. 

— ALLEN G. Gisps, M.D. 


The Action of Insulin. By Niels Haugaard, Ph.D. and Julian 
B. Marsh, M.D. Pp. 133. Price, $3.75. Charles C 
Thomas, Springfield, Ill., 1953. 


For some time the publishers have been issuing small 
monographs in “The American Lecture Series” which 
exhaustively treat some phase of medicine from a basic 
science point of view. The authors are authorities in 
their fields, having contributed materially to the re- 
search literature, and the books are excellently docu- 
mented, printed, and bound. 

The present volume is no exception. It discusses in 
106 pages the chemistry and actions of insulin in ex- 
perimental situations, as well as its relationship to other 
hormones. One cannot read such a book without bene- 
fit, but it is exacting reading and raises several ques- 
tions for every one it answers. It is clearly not a clinical 
statement, nor was it intended to be, but it does present 
the clinician an opportunity to look in on the activities 
of the physiologists and biochemists. 

For those practitioners who are interested in how 
the other half lives, as well as for those who are in- 
cluding basic science study in their program of self- 
improvement, this book can be enthusiastically recom- 
mended. Others should invest in one of the “how to do 
it” clinical endocrinologies. 

—Jesse D. Risinc, M.D. 


Manic-Depressive Disease. By John D. Campbell, M.D. Pp. 


403. Price, $6.75. J. B. Lippincott Company, Philadelphia, 
1953, 


This is a very well-written volume, with many illus- 
trative cases cited by the author as seen and treated in 
his practice. Many of the cases will certainly resemble 
patients in the various practices of thie general physician, 
the internist, and the pediatrician. 

_ Dr. Campbell ably discusses the frequency and 
‘importance of the manic-depressive psychosis, the 
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differential diagnosis, and the aggravating and precipi- 
tating factors. 

The latest research in the diagnosis and treatment of 
manic-depressive disease is discussed in the text. The 
sections on the social complications of this disease, such 
as alcoholism, divorce, religion, marital problems, and 
suicide are ably discussed and described. Herein is also 
presented a fine section on the manic-depressive states 
in children. 

For the busy general practitioner who will, and must, 
take time to delve into the psychosomatic aspect of 
the various and sundry symptoms presented by his 
everyday patients in these troubled times, this excellent 
volume is a must addition to his library. I heartily 
recommend it. 

—I. Puiturs Frouman, M.D. 


Antibiotics. By Robertson Pratt, Ph.D. and Jean Dufrenoy. 
2nd Ed. Pp. 398. Price, $7.50. J. B. Lippincott Company, 
Philadelphia, 1953. 


This is a treatise of more than three hundred pages 
devoted to the idea, according to the authors, of “‘pre- 
senting in a succinct, integrated plan the facts and 
principles of fundamental and permanent value relating 
to antibiotics.” 

This second edition has been divided into four parts: 
1) Fundamental Aspects; 2) Industrial Aspects; 3) 
Applied Aspects; and 4) Modification of Biologic and 
Social Systems. 

I would not advise any general practitioner to buy it 
unless he or she is interested in such things as the 
“influence of linoleic acid, added in the form of vege- 
table oils, on the yield of penicillin from Penicillium 
chrysogenum x1612 in a synthetic medium.” 
—ArTHUR N. Jay, M.D. 


The Ballistocardiogram—A Dynamic Record of the Heart Beat. 
By John R. Braunstein, M.D. Pp. 84. Price, $3.00. 
Charles C Thomas, Springfield, Ill., 1953. 


This monograph has not been written for general 
practitioners! 

It is a presentation of the principles involved in 
ballistocardiography, with a critical analysis of the 
various instruments currently in use, including the 
vectorballistocardiogram. 

It does contain an interesting discussion (with foot- 
notes) of the “paradoxical pulse” that is worthy of 
inclusion in this review. 

The amplitude of the J wave waxes with inspiration 
and wanes with expiration. 

It is usually suggested that this is a consequence of 
an increase in blood flow to the heart due to a sucking 
effect on inspiration. This has been confirmed by 
catheter studies which show that “pulmonary artery 
pressure with respect to intrathoracic pressure waxes 
with inspiration.” However, this is a phenomenon of 
the lesser circulation. Systemic pressure actually wanes 
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inal douche that is cleansing, soothing, deo- 
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with inspiration normally. Kussmaul (in ‘fa weak 
moment”) used the term “paradoxical pulse” to label 
an exaggeration of this normal systemic phenomenon in 
cases of partial tracheal obstruction or cardiac 
tamponade. 

Finally, the author suggests the interesting ballisto- 
cardiographic possibility that this waxing and waning 
represent a change in right heart activity. 

—Nicuo1as J. Corsonas, Jr., M.D. 


The Roots of Psychotherapy. By Carl A. Whitaker, M.D. 
and Thomas P. Malone, Ph.D. Pp. 236. Price, $4.50. 
The Blakiston Company, New York. 


This excellent book clarifies the more common fea- 
tures of psychotherapy and integrates psychotherapy 
within the field of medical therapeutics. It points out 
to the physician the importance of his role in de- 
veloping the maturity, or potential energy, of the 
patient, whereas the psychiatrist must deal with ad- 
justment of the patient. The author emphasizes that, 
although neither is more important than the other, less 
emphasis has been placed heretofore on therapy to 
release potential energy by the process of increas- 
ing maturity, than has been placed on therapy to im- 
prove the patient’s orientation or adjustment to envi- 
ronment, i.e., his adequacy. 


This book places the physician squarely on the 


scene as a bridge between these two areas of psycho- 
therapy and, in addition, points out that, as he is 
responsible for the patient’s well-being physically, he 
must also accept responsibility for augmenting the 
psychologic health of his patient, so closely are the two 
interrelated. The physician’s responsibility for the 
patient’s social adjustment is not so clearly defined, of 
course, as is his responsibility for the physiologic well- 
being, and the physician himself must make the final 
decision as to where this responsibility ends. In this, 
too, the author is of great assistance. This book could 
well be read with careful attention by every general 
practitioner and kept at hand for future reference and 
rereading. —Anprew S. Toma, M.D. 


Differential Diagnosis of Common Diseases of the Eyeground. By 
Paul Tower, M.D. Pp. 243. Price, $10.00. Grune and 
Stratton, Inc., New York, 1953. 


This book, an outgrowth of Dr. Tower’s long years 
of teaching experience, vividly presents the problems 
of differential ophthalmoscopic diagnosis more com- 
monly encountered in everyday practice. Rich in black 
and white fundus photographs, clear diagrammatic 
figures, and excellent differential charts, only the more 
important diagnostic points are discussed in the text. 
Dr. Tower wisely places emphasis on the congenital 
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fundus anomalies such as congenital tortuosity of the 
retinal vessels and pseudoneuritis, for the distinction 
between congenital and acquired fundus lesions is of 
great importance for correct diagnosis, therapy, and 
prognosis. 

The author assumes that the reader is already skilled 
in the manipulation of an opthalmoscope. Though the 
student or specialist of ophthalmoscopy will profit most 
by this book, it should be welcome reading for the 
general practitioner, internist, and neurologist. 

—Frank A. Finnerty, Jr., M.D. 


The Heart and Circulation: Diagnosis and Treatment. By Meyer 
Sclar, M.D. Pp. 357. Price, $7.50. Froben Press, New 
York, 1953. 


This is a well-written, basic review for the general 
practitioner in the form of a manual, although it carries 
more information, with good illustrations, than usually 
is given in a manual. For the nursing school lecturer on 
the circulatory system this is a very good outline, mak- 
ing the lectures concise and well adapted to student 
note-taking. Commonly found cardiac conditions and 
their management are covered, and rare situations are 
mentioned. 

The author has skillfully correlated enough embry- 
ology and physiology with the routine and special diag- 
nostic methods of examination to make diagnosis of 
heart disease a practical matter. Treatment is briefly 
covered without discussion. The author is refreshing in 
giving the reader enough of the recent and current 
methods of treatment, medical and surgical, to enable 
the general practitioner to fill his proper role with con- 


fidence. —Car.eTon R. Situ, M.D. 


1952 Year Book of Endocrinology. By G. S. Gordan, M.D. Pp. 
400. Price, $5.50. The Year Book Publishers, Chicago, 1953. 


As a ready reference work in an area which constant 
research has brought into increasing prominence, this 
book can be of great service to the general practitioner. 

—wW. A. Sams, M.D. 


Injuries of the Spinal Cord. Edited by George C. Prather, M.D. 
and Frank H. Mayfield, M.D. Pp. 396. Price, $8.75. 
Charles C Thomas, Springfield, Ill., 1953. 


My surgical schedule for the next week lists no 
laminectomies or cordotomies. At the present, I have 
no cases with spinal cord injuries. The more dramatic 
features of care of such crises are not in my direct 
line, and probably not yours, but, sooner or later, if 
you are the Compleat Physician, you will be called upon 
to recognize cord injury, to manage, or arrange for man- 
agement of care, and to advise. 

Without oversimplification, and never synoptic, this 
most readable book renders understandable a field that 
never reached maturity until the recent war. With now 
well-defined principles of care, the paraplegic may be 
considered as subject to undreamed of degrees of re- 
habilitation, usefulness, and contentment. You may not 
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qualify to do the neurosurgery, but you can learn in 
nine easy chapters to serve and manage cord injury 
cases with skill. The cord bladder, decubitus ulcers, 
nutrition, orthopedic principles, and, most of all, 
general rehabilitation, are dealt with simply and ef- 
fectively. And the psychologic aspects are considered 
with sympathetic understanding. 

As a student, I had always considered any neuro- 
logic subject triple sec. I found myself actually enjoying 
this volume! —Francis T. Hopces, M.D. 


The Essentials of Medical Diagnosis. By Rt. Hon. Lord Horder, 
M.D. and A. E. Gow, M.D. revised with the assistance of 
R. B. Scott, M.D. 2nd Ed. Pp. 462. Price, $6.00. The 
Williams and Wilkins Company, Baltimore, 1953. 


Here is a book for the general practitioner. It puts 
diagnosis on the firm basis of contact between doctor 
and patient. The authors emphasize the importance 
of knowledge of human anatomy and physiology, of 
adequate history-taking, and careful physical examina- 
tion. They use the more reliable laboratory tests. 

The authors first study the patient as a unit. They 
do special examinations of the various systems, with 
elaboration of the original history as indicated. 

The ways to examine a patient and interpret findings 
are given logically and in detail. The authors’ clinical 


knowledge and wisdom are amazing. They usually 
make diagnoses with little help from the laboratory, 
although they do use it when necessary. They classify 
tests as: 

1. Simple and reliable, those which can be done by 
most laboratories or even by the doctor himself. 

2. Those valid when done in well-organized estab- 
lishments by adequately trained personnel. 

3. Those on which different reports are likely to be 
given by various laboratories with the same 
specimen. 

The print used in this book is small; the illustrations 
and diagrams are substandard when compared with 
current American publications. This book, originally 
written in 1928, would be improved by more critical 
editing. For instance, typhoid fever and syphilis could 
now be de-emphasized. More attention could be given 
to cancer and viral infections. The deficiency syndromes 
should be put in proper perspective. 

Even with its minor faults, this is a good book to 
own. It will be especially useful for the doctor who does 
not have consultation freely available and whose 
laboratory facilities are limited. The authors show how 
to make an accurate diagnosis. They teach practical 
scientific medicine. Buy the book. It will make you a 
better doctor. —Loren G. Suroat, M.D. 
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Cleveland Program To Close on High Note 


Reapers of GP during the past three months will 
have become increasingly aware of the high caliber 
of the names that make up the 1954 Assembly pro- 
gram—a higher than normal percentage of men who 
have made significant contributions to the advance- 
ment of medical knowledge. Men, too, who have the 
public platform power to make their subjects live— 
there isn’t a soporific on the list. 

The four speakers who wind up the program on 
Thursday morning meet these qualifications in ev- 
ery respect. The physician who starts back home 
Wednesday night will have missed some of the best 
parts of the “show.” 

The final session opens at 9:00 a.m. with a lec- 
ture on “Rheumatoid Arthritis” by Thomas F. 
Frawley, M.D., associate professor of medicine and 
director of endocrinology and metabolism at Al- 
bany Medical College, Albany, N.Y. Dr. Frawley is 
also director of the Arthritis Clinic at Albany Hos- 
pital and consultant ‘n internal medicine at the 
Albany V.A. Hospital. His society affiliations in- 
clude the American Rheumatism Association, the 
American Diabetes Association, the American 
Goiter Association and the Endocrine Society. He 
has an outstanding reputation as a public speaker. 

Dr. Frawley points out that the drugs alone often 
provide only subjective improvement in rheuma- 
toid arthritis. He will examine ACTH and cortisone 
in the light of their probable facilitation of rehabili- 
tative procedures, with the realization of their ad- 
junctive use to the customary therapeutic proce- 
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dures. The conservative therapeutic program will 
be reviewed, with stress on home care. Gold ther- 
apy, massage and exercise, occupational therapy, 
splints, and other procedures will be evaluated on 
the basis of recent findings. This bids well to be the 
most compact and complete refresher on rheuma- 
toid arthritis you have ever heard. 

The second morning period will be devoted to a 
consideration of “Other Collagen Diseases.” The 
speaker will be Robert M. Stecher, M.D., assistant 
clinical professor of medicine at Western Reserve 


Medical School and chief of the Arthritic Clinic at 


The first speaker on Thursday will be Thomas F. Frawley, 
M.D. (left), director of the Arthritis Clinic at Albany Hos- 
pital. Following him will be Robert M. Stecher, M.D. (right), 
assistant clinical professor of medicine at Western Reserve. 
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Cleveland City Hospital. Dr. Stecher’s name is fa- 
miliar in the literature as an authority on artificial 
fever therapy, heart disease and rheumatism. He 
has done some significant work on genetics in Her- 
berden’s Nodes, gout, ankylosing spondylitis, and 
rheumatoid arthritis. He holds honorary member- 
ships in the rheumatism societies of Spain, Argen- 
tina, and Switzerland. 

Dr. Stecher will outline briefly the other collagen 
diseases, pointing out their similarities to and dif- 
ferences from rheumatoid arthritis. Brief case re- 
perts, supplemented by photographs and x-rays, 
will be shown of lupus erythematosus, scleroderma 
and sclerodactyly, with comments as to theories of 
their origin and observations on therapy. Some dis- 
cussion will also be devoted to the pathology of col- 
lagen, as revealed by fundamental basic research— 
an area of knowledge in which the practicing gen- 
eral physician is often lamentably vague. 

Academy members who attended the 1952 As- 
sembly in Atlantic City will look forward to the 
11:00 a.M. period with eager anticipation, when 
John C. Krantz, Jr., Ph.D., will present “Recent 
Advances in Therapeutics.” For they will recall that 
his vibrant personality, quick humor, and refreshing 
approach to a similar subject were highlights of that 
meeting. Dr. Krantz is professor of pharmacology 
at the University of Maryland School of Medicine, 
has been secretary of the General Revision Commit- 
tee of the U. S. Pharmacopoeia for ten years, and 
is now special consultant to the U. S. Public Health 
Service. His co-authorship of “The Art of Elo- 
quence” is added assurance of his abilities as a 
speaker. 

Dr. Krantz will review the present status of the 
anti-infective drugs and will present recent advances 
in central nervous system pharmacology, with spe- 
cial reference to the newer hypnotics, anticonvul- 
sives, and cerebral stimulants. The autonomic nerv- 
ous system will be discussed, with special considera- 
tion to the development of drugs used in the treat- 
ment of hypertension, peripheral vascular disease, 
and gastrointestinal disorders. The present status 
and action-mechanism of drugs in cardiovascular 
disease will be evaluated. 

The final speaker on the 1954 program will be 
William S. Middleton, M.D., dean of the University 


GP » February, 1954 


John C. Krantz, Jr., Ph.D. (left) of the University of Mary- 
land, will present “Recent Advances in Therapeutics.” 
Final speaker on Thursday will be William S. Middleton, M.D. 
(right), dean of the University of Wisconsin Medical School. 


. 


of Wisconsin Medical School. Dr. Middleton has 
been a member of the faculty of this institution since 
he completed his internship in 1912 and has been 
its administrative head since 1935. He is also pro- 
fessor of medicine, with a particular. interest in the 
problems of anemia. It is in this latter capacity that 
he will speak at our closing session. 

Pointing out that anemia may result from faulty 
formation of erythrocytes, from loss of blood, or 
from intravascular destruction of the circulating 
erythrocytes, Dr. Middleton will stress that, when 
possible, correction of the basic cause is the most 
effective therapy. The stages and building blocks in 
the development of the erythrocytes will be re- 
viewed, as a prerequisite to any attempt to modify 
the basic fault leading to the anemia. Acknowledg- 
ing the prompt attention required in overt blood 
loss, he will point out that some of the most serious 
anemias arise from occult sources whose gravity is 
exaggerated by the insidious order of the depletion. 
The obvious toxic origin in a minority of the hemo- 
lytic anemias will be recognized. The extreme value 
of the laboratory in establishing the order and origin 
of a given anemia wil] be emphasized, as the logical 
basis for determining the treatment of choice. 


a 
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Formal Lecture Program — Sixth Annual Assembly 


Monday 


Tuesday 


Wednesday 


Thursday 


OPENING OF 


9:00 


Opening of Program 
and Welcoming Speeches 


1:00 


Significance of 
Thyroid Enlargement 


George Crile, Jr., M.D. 


Medical Complications 
in Obstetrics 


Robert Myers, M.D. 


Rheumatic Arthritis 
Thos. F. Frawley, M.D. 


Emergency Room 
Surgery 
Donald M. Glover, M.D. 


Management of 
Vaginal Bleeding 


Robt. L. Faulkner, M.D. 


Other Collagen 
Diseases 


Robert Stecher, M.D. 


RECESS FOR EXHIBITS 


Allergic 
Dermatitis 


George H. Curtis, M.D. 


The Routine 
Multip 


Allan Barnes, M.D. 


Recent Advances in 


Therapeutics 


John C. Krantz, Jr., Ph.D. 


Commonly Missed 
Diagnoses of Skin 
Diseases 
Clarence S. Livingood, M.D. 


Unnecessory Surgery 
in OB-GYN 


Richard W. Telinde, M.D. 


Management of the 


Anemias 


Wm. S. Middleton, M.D. 


NOON 


RECESS 


The Physician as 
a Citizen 


E. J. McCormick, M.D. 


Why Train for 
General Practice? 


Roscoe L. Pullen, M.D. 


The Family Doctor 
and Our Youth 


Joseph Hughes, M.D. 


Peptic Ulcer— 
Symposium 


C. Stuart Welch, M.D. 
Moderator 

Lt. Col. Eddy Palmer 

Seymour Gray, M.D. 


Headache, Dizziness 
and Syncope— 
Symposium 


Theodore von Storch, M.D. 
Moderator 
E. P. Fowler, Jr., M.D. 
Louis G. Moench, M.D. 
Sydney P. Schwartz, M.D. 


RECESS FOR EXHIBITS 


4:30 


4:30 
5:00 


Rehabilitation, 
Live Clinic 


Howard A. Rusk, M.D. 


Tuberculosis— 
Symposium 


Sol Katz, M.D. 
Moderator 
Edgar Davis, M.D. 
Col. Carl Tempel 


Beginning of Antibiotic 
Therapy 
Sir Alexander Fleming 


Antibiotics in Infectious 
Dis Symposiu 
Paul A. Bunn, M.D. 
Moderator 
Edward H. Kass, M.D. 
Vernon Knight, M.D. 
Mark H. Lepper, M.D. 


STATE OFFICERS 
DINNER 


CONGRESS OF 
DELEGATES DINNER 


PRESIDENT'S 
RECEPTION 


va | 
9:30 
BEGINS 9:00 
10:00 SCIENTIFIC AND 
11:00 
TECHNICAL 
EXHIBITS 
11:30 
‘ 
12:00 
12:00 
1:30 ASSEMBLY 
2:00 
| 
2:30 
3:00 
3:00 
4:00 
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The Academy meets in Cleveland in 1954 
with the biggest anticipated registration 
in its history. This means that the physi- 
cian who makes his reservation early will 


BUT REMEMBER— 

* Assignment of rooms will be made in the order re- 
ceived. 

* All assignments will be through the Cleveland Hous- 
ing Bureau. 

*No “headquarters” hotel—Academy headquarters 
will be at Public Auditorium. 


* Delegates and distinguished guests may specify the 
Cleveland Hotel. 


Make your Hotel Reservations early 


American Academy of General Practice 
1954 Scientific Assembly 


have first choice on the best rooms in the 


‘ better hotels. For the finest program yet 


offered at any Annual Assembly... . for the 
most valuable four days you ever spent... 


By all means come to Cleveland... 


* State officers and delegates must make their own 
reservations. 

®Be sure to indicate definite arrival and departure 
time, also names of room occupants. 

* All registration (except delegates) at Public Audi- 
torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 


and beginning at 9:00 A.M. on Monday. Meeting 
ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


Courtesy of the Commercial Survey Co. 


CBE 
| 2. Public Auditorium 


Indians and the 
Browns 


4. Allerton Hotel 

5. Auditorium Hotel 

6. Carter Hotel 

7. Cleveland Hotel 

8. Colonial Hotel 

9. Hollenden Hotel 
10. New Amsterdam Hotel 
11. Olmsted Hotel 
12. Statler Hotel 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 


Ly K ay 
= 
AVE. 
Sot 


John L. Bach 


Press and Hospital Relations To Be 
Topics of State Officers Conference 


Joun L. Bacu of the American Medical Association 
in Chicago and Dr. Stanley R. Truman of Oak- 
land, Calif., former Academy president, will be the 
key speakers at the annual State Officers Confer- 
ence which will be held at 6:30 p.m. March 22 in 
Hotel Statler. 

The conference itself will be held in conjunction 
with the annual dinner, according to an announce- 
ment from the chairman of the State Officers Con- 
ference, Dr. Earl D. McCallister of Columbus, 
Ohio. At 6:00 p.m. preceding the dinner, the Pro- 


Dr. McCallister Dr. Walsh 


fessional Men’s Insurance Agency will give a cock- 
tail party at the Statler. 

The program has been planned by Chairman 
McCallister and the conference secretary, Dr. John 
Walsh of Sacramento, Calif. Mr. Bach, director of 
press relations for the A.M.A., will speak on press 
relations for the doctor. Hospital relations will be 
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Stanley R. Truman, M.D. 


Dr. Truman’s topic. Dr. Truman is a member of 
the Board of Commissioners of the Joint Com- 
mission on Accreditation of Hospitals. 

The presidents, presidents-elect, and secretaries 
of the state chapters will receive tickets as guests of 
the Academy. Tickets for other state officers and 
all wives may be purchased. Tickets will be sold on 
Sunday, March 21, at a booth in the mezzanine of 
Hotel Cleveland. On Monday they may be pur- 
chased until noon in the registration area of Public 
Auditorium. 


Metropolitan Opera Star Engaged To Sing 
At AAGP’s First President's Reception 


ENHANCING the grandeur of the Academy’s first 
President’s Reception, the social highlight of the 
Sixth Annual Scientific Assembly in Cleveland, a 
Metropolitan Opera star, a soprano, will sing dur- 
ing the evening’s festivities. 

Advance details released on this gala event prom- 
ise that the hours 8:00 p.m. to 12:00 midnight on 
Wednesday, March 24 in the spacious ballroom of 
Hotel Cleveland will be an occasion no one will 
want to miss. 

Every physician and his wife is invited to the re- 
ception and there will be no charge for the event. 
This gathering will afford physicians from every 
part of the country an opportunity to personally 
greet the Academy’s president, president-elect, their 
wives, and Sir Alexander and Lady Fleming of Lon- 
don, England who will be in the receiving line. 
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Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


‘Methedrine’ brand Methamphetamine Hydrochloride, 
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This will also be an occasion to meet other Acad- 
emy officials and other special guests, as well as 
many of the distinguished speakers who will be ap- 
pearing on the scientific program. 

The ballroom will be decorated with a background 
of floral arrangements and greenery. A name band 
will provide music for dancing. Drinks may be pur- 
chased at a bar set up for the evening and there will 
be a magnificent table of hors d’oeuvres for all the 
guests. 


Committee Completes Plans 
For Ladies’ Entertainment 


A LUNCHEON, fashion show, ‘‘Kaffeeklatsch,” and 
book review are the activities which have been 
planned by the Ladies’ Entertainment Committee 
for wives and guests of physicians attending the 
Cleveland Assembly next month. 

Mrs. Herbert W. Salter, Chairman of the Ladies’ 
Entertainment Committee, announces that registra- 
tion and ticket sales will begin at 10:00 a.m., Sun- 
day, March 21, on the mezzanine floor of Hotel 
Cleveland and continue until 4:00 p.m. Monday 
and Tuesday, March 22 and 23, ladies may register 
at the Public Auditorium from 8:30 a.m. to 4:00 
p.M., and on Wednesday, March 24, from 8:30 
A.M. to 10:30 a.m. 

As in previous years, all ladies are invited to at- 
tend the scientific session in the Public Auditorium 
Monday afternoon. The program opens at 1:00 p.m. 
Of particular interest will be the talk by Dr. Joseph 
Hughes in which he will deal with the teenage prob- 
lem. Another interesting feature of the program will 
be the Live Clinic on rehabilitation which will be 
presented by Dr. Howard Rusk. 

Bonwit-Teller, one of the nation’s leading spe- 
cialty shops for women, will present a fashion show 
following a luncheon Tuesday noon in the Rainbow 
Room of the Carter Hotel, March 23. Commentator 
for the show will be Mrs. Virginia Harrington Gray, 
buyer for Bonwit-Teller’s gown shop. 

Ten professional models will show dresses, furs, 
hats, and handbags. The styles will include expen- 
sive, medium-priced, and budget apparel for various 
sizes and ages. 

Tickets for the luncheon and fashion show are 
$4.00. A door prize will be presented by Bonwit- 
Teller to the holder of the lucky ticket at the con- 
clusion of the fashion show. 

Wednesday’s schedule includes a coffee ‘klatsch”” 
at 11:00 a.m. in the Grand Ballroom of the Statler 
Hotel, followed by a book review. This informal 
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Hotel Cleveland, in addition to being headquarters 
for sessions of the Congress of Delegates, will be 
the setting for the Assembly's new social highlight, 
the President's Reception on Wednesday evening. 


Professional models who will take part in the 
fashion show following the lunch Tuesday, 
March 23, in the Rainbow Room of the Carter Hotel. 
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gathering will enable you to meet new friends as 
well as renew acquaintances. 

Dorothy Fuldheim, the guest reviewer, is the only 
woman news analyst on television today. She has 
her own daily radio and television broadcast in the 
Great Lakes area. In her many trips abroad, Miss 
Fuldheim, who resides in Cleveland, has interviewed 
such well-known personalities as Churchill, Hitler, 
and Mussolini, and she is the only TV news analyst 
who has ever held a television interview with the 
Duke of Windsor. Her command and approach to 
international affairs is unique. 

Beginning at 8:00 p.m. Wednesday evening, a 
President’s Reception will be held in the ballroom 
of Hotel Cleveland. In the receiving line will be 
officers of the Academy and distinguished guests 
including Sir Alexander and Lady Fleming of Lon- 
don, England. Arrangements have been made for a 
name band to provide music for dancing through- 
out the evening. 

Assisting Mrs. Salter in arrangements for the la- 
dies’ program are: Mrs. George Lemon, Mrs. Joseph 
Lindner, Mrs. Earl Van Horn, Mrs. James Fisher, 
Mrs. Albert J. Hart, Mrs. E. W. Peters, Mrs. 
Thomas C. Rardin, Mrs. Hugh Amos, Mrs. Simon 
Bunin, and Mrs. Frank H. Clark. 
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Sixth Annual Scientific Assembly 


SCHEDULE OF EVENTS 


Friday, March 19 —Board of Directors 


Saturday, March 20 —Joint meeting, Board of Directors, Committee on Scientific 
Assembly, and Local Arrangements Committee 
Registration for delegates and officers at headquarters hotel 
Luncheon, Board, Scientific Assembly and Local Arrangements 
Committees 
Congress of Delegates convenes 
Congress of Delegates recess 


Reference Committees 


Sunday, March 21 —Reference Committees 
Registration for exhibitors and members at auditorium 
Ladies’ Registration 
Congress of Delegates convenes 


Monday, March 22. —Registration for members at auditorium 
Ladies’ Registration 
Congress of Delegates convenes 
Scientific Assembly opens 


State Officers’ Dinner 


Tuesday, March 23. —Scientific Assembly 
Ladies’ Luncheon and Fashion Show 


Delegates’ Dinner 


Wednesday, March 24—Scientific Assembly 
Ladies’ “Coffee” and Book Review 


President's Reception and Dance 


Thursday, March 25 —Scientific Assembly 
Scientific Assembly closes 
Board of Directors 
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Notice is hereby given that the following amend- 
ments to the Constitution and By-Laws have been 
proposed and submitted to the Committee on Con- 
stitution and By-Laws, which will present said 
amendments with its recommendations in its an- 
nual report for the consideration of the Congress 
of Delegates on March 20, 1954: 


No. 1: Proposed by the Commission on Membership 

ResotveD, That Chapter I of the By-Laws shall 
be amended by adding thereto a new section to be 
numbered Section 10, reading as follows: ‘Any 
graduate from a medical school approved by the Amer- 
ican Medical Association who is engaged in an ap- 
proved internship or residency may be elected to Pro- 
VISIONAL (Associate) Mempersuip. Election to Pro- 
vistonal (Associate) Membership shall be for a maxi- 
mum period of one (1) year, provided, however, that a 
Provisional (Associate) Member may be re-elected to 
this classification annually so long as he continues 
training in an internship or a residency. Any Pro- 
visional (Associate) Member who fails to be elected to 
Active Membership within one (1) year after complet- 
ing his training and entering practice shall be dropped 
from the rolls of the Academy. Provisional (Associate) 
Members shall not be entitled to vote or to hold office in 
the Academy, but shall have the privilege of the floor 
of the Assembly.” 


No. 2: Proposed by the Commission on Membership 

ResotveD, That Section 3 of Chapter IV of the 
By-Laws shall be amended by adding at Line 10 
thereof a new sentence reading as follows: “Duss 
for ProvistonaL (Associate) Mempers shall be five 
dollars ($5.00) per year, which shall constitute his 
subscription fee to GP, the official journal of the Acad- 
emy; dues for the current calendar year for Provi- 
stonal (Associate) Members shall become due and pay- 
able on the date of their enrollment in the American 
Academy of General Practice and on the first day of 
January each year thereafter.” (Note: If proposals 
to increase dues for Active Members are adopted, 
the above dues should probably be increased to 
$8.00 or $10.00.) 


No. 3: Proposed by the Commission on Membership 
ResotveD, That Chapter I of the By-Laws shall 


be amended by adding thereto a new section to be 
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numbered Section 10 and reading as follows: 
“Members of this Academy who have demonstrated 
superior qualifications in postgraduate medical edu- 
cation may be elected by the Board of Directors to 
Fetowsuip. Election to Fellowship shall be for a max- 
imum period of three years, at the exprration of which 
term the member shall be elogible for re-election by the 
Board for a like term. The requirements for Fellowship 
shall be the same as those for Actwe Members except 
that Fellows shall be required to complete a minimum 
of two hundred (200) hours in postgraduate study 
during each three-year membership perwd.” (Note: 
If the amendment creating Provisional Membership 
is adopted it will be Section 10 of Chapter I and 
the above resolution would be changed to read Sec- 
tion 11 where it now reads Section 10.) 


No. 4: Proposed by the Commission on Membership 

Resotvep, That Chapter IV of the By-Laws shall 
be amended by changing the present Section 4 to 
Section 5 and adding a new section following Sec- 
tion 3 to be numbered Section 4, reading as follows: 
“Dues for Fellows of the Academy shall be the same as 
for Active Members, provided, however, that upon elec- 
tion to Fellowship the member shall pay a SPECIAL 
FELLOWSHIP FEE wn the amount of twelve dollars 
($12.00) and a like sum each year so long as he re- 
mains a Fellow.” 


No. 5: Proposed by the Finance Committee 

Wuereas, The number and the magnitude of proj- 
ects undertaken by the American Academy of General 
Practice since its foundation six years ago have con- 
stantly increased; and 

Wuereas, The scope of its functions and responsibil- 
ities as well as the extent of its services for members 
have continuously expanded during a period in which 
inflation has materially lessened the purchasing power 
of the fixed annual dues; and 

Wuereas, Five dollars ($5.00) or one-third (1/3) 
of the active dues are allocated for subscription to GP, 
whach sum is less than one-third (1/3) the actual cost 
of producing the Academy's outstanding official jour- 
nal that has played such an important part in ad- 
vancing the program of the Academy and enhancing its 
position of dignity in organized medicine; and 

Wuereas, Current demands of the Academy pro- 
(Continued on page 155) 
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(Continued from page 153) 
gram are beyond the capacities of present space, facil- 
ities, and administrative personnel; and 

Wuereas, In an endeavor to comply with the wishes 
of the membership and conduct a progressive and use- 
ful program the Academy has been compelled to ap- 
propriate funds for necessary expenditures in excess of 
income for the past two years; now, therefore be it 

ResotveD, That dues of Active Members shall be in- 
creased by ten dollars ($10.00) annually, two dollars 
($2.00) of which shall be added to the member's sub- 
cription price for GP; and be ut further 

ResotveD, That Section 1 of Chapter IV of the By- 
laws be amended by striking therefrom the second line 
and substituting in lieu thereof the words “twenty-five 
dollars ($25.00) per year, seven dollars ($7.00) of 
which shall”; and be it further 

REso.veD, That Section 3 of said chapter be amended 
by striking from the ninth line thereof the words “‘five 
dollars ($5.00)”" and substituting in lieu thereof the 
words ‘seven dollars ($7.00) .” 


No. 6: Proposed by the California Chapter 
(Constitution) 
Resotvep, That Article III of the Constitution 


shall be amended by striking from the third line 
thereof the words (5) Members Emeritus” and 
changing “(6)” at the end of said line to ‘(5).” 


No. 7: Proposed by the California Chapter 
Resotvep, That Section 3 of Chapter I of the 
By-Laws shall be amended by adding a new sen- 
tence at Line Fifteen thereof reading as follows: 
‘Members having been in practwe for more than thirty 
(30) years or having attained the age of seventy (70) 


shall be relieved of the requirement to report their post- 
graduate study.” 


No. 8: Proposed by the California Chapter 
ResotveD, That Chapter I of the By-Laws shall 
be amended by striking therefrom all of Section 7 
and changing the present Section 8 to Section 7, 
and the present Section 9 to Section 8. (NoTE: To 
eliminate Member Emeritus.) 


No. 9: Referred by the Congress of Delegates at the 
1953 Assembly 


ResotveD, That Section 6 of Chapter VIII of the 
By-Laws shall be amended by deleting the period 
(Continued on page 157) 
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(Continued from page 155) 
at the end of that section in Line 7 and substituting 
in lieu thereof a semi-colon and inserting thereafter 
the following: “provided, however, that this regula- 
tion shall not apply to resolutions introduced at the 
opening session of the Assembly pursuant to Section 3 
of Article V of the Constitution.” 


No. 10: Proposed by the Ohio Chapter—approved by 
the Board of Directors November 29, 1953 


Resotvep, That Article X of the Constitution 
shall be and is hereby amended by striking from 
the second and third lines thereof the words “sixty 
(60) days” and substituting in lieu thereof the words 
“one hundred twenty (120) days,” and by adding at 
Line 7 a new sentence preceding the final sentence 
of said Article reading as follows: ‘Publication of 
proposed amendments in the official publication of the 
Academy shall be sufficient to constitute notice thereof 
to the delegates.” 


No. 11: Proposed by the Ohio Chapter—approved by 
the Board of Directors November 29, 1953 


Resotvep, That Article III of the Constitution 
shall be and is hereby amended by striking from 
the second line thereof the words “Associate Mem- 
bers” and renumbering the subsequent clauses ap- 
propriately; and be it further 


Resotved, That Section 2 of Chapter | of the 
By-Laws shall be amended by deleting in Lines 15, 
16, 17, and 18 thereof the words, “He must have 
been engaged in the general practwe of medicine for at 
least three years preceding the date of his application 
for membership.” 


No. 12: Proposed by the Board of Directors 

ResotveD, That Section 2 of Chapter I of the 
By-Laws shall be and hereby is amended by adding 
a new sentence following the sentence concluding 
at Line 15, reading as follows: ‘‘ Candidates for mem- 
bership who were graduated from medical school 
after 1955, to be eligible must have completed, follow- 
ing internship, two (2) years of resident graduate 
training acceptable to and approved by the Com- 
mission on Education”; and deleting from said 
section the next succeeding sentence which reads 
as follows: “He must have been engaged in the gen- 
eral practice of medicine for at least three years pre- 


ceding the date of his application for membership.” 


No. 13: Proposed by the Board of Directors 
ResotveD, That Section 4, Chapter IX of the By- 
Laws shall be amended by deleting in the first line 
thereof the words “Legislation and,” making the 
first sentence read: “Commission on Public Policy.” 
(Signed) Mac F. Canat, Executive Secretary 
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Congressman Judd from Minnesota 
Now Serving Sixth Consecutive Term 


UNLIKE some other physicians who have served in 
Congress, Dr. Walter H. Judd, an active member 
of the A.A.G.P., has consistently expressed the 
point of view of organized medicine. Dr. Judd, who 
is a member of the Minnesota chapter, is now serv- 
ing his sixth consecutive term as a member of 
Congress from that state. 

Dr. Judd first gained prominence as a missionary 
when in 1925, under the Foreign Mission Board of 
the Congregational Church, he went as a medical 
missionary to bandit and malaria-infested South 
China. After six years of work there, repeated ma- 
laria attacks forced him to return to this country. 

He then spent several months speaking in churches 
and colleges warning about the menace of Commu- 
nism and Japanese militarism, as both were expand- 
ing in China. In 1932 he received a fellowship in 
surgery at the Mayo Clinic and upon completion 
Dr. Judd returned to Asia in 1934. 

This time he went to North China where for four 
years he superintended a 125-bed hospital. He and 
his staff brought the hospital through a Communist 
revolution and the Japanese invasion, and at the 
same time improved its work from 33 to 83 per cent 
self-supporting. 

When Japan’s armies moved into his area he was 
under their control for five months and saw things 
which made him feel it imperative that the United 
States stop building up the Japanese war machine. 
He came home in 1938 to carry that message to 
more than 1,400 audiences in 46 states in two years. 

In January, 1941 Dr. Judd took up his medical 
practice in Minneapolis. Then came Pearl Harbor 
and the next year groups representing all segments 
of the community urged Dr. Judd to become a can- 
didate for Congress from the Minnesota Fifth Dis- 
trict. He was elected that year and has been re- 
elected every two years since then. 

During the Presidential campaign of 1952 Dr. 
Judd was called upon by General Eisenhower to 
help map the Republican Party’s program on for- 
eign affairs and is now a close advisor to the Presi- 
dent and the Department of State on foreign policy 
with special emphasis on our policy in the Far East. 
Dr. Judd was born in Rising City, Neb. on Sep- 
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AAGP Member Walter H. Judd Serves Organized Medicine in Congress 


Walter H. Judd, M.D. 


tember 25, 1898 to Horace and Mary Elizabeth Judd. 
He received his A.B. degree from the University of 
Nebraska and his M.D. degree from there in 1923. 
He worked his way through school by doing jobs 
ranging from dish washing, playing in a band on 
summer chautauqua circuits, to teaching zoology at 
the University of Omaha. 

Dr. and Mrs. Judd (the former Miriam Louise 
Barber) who were married in 1932, have three 
daughters—Mary Louise, Carolyn Ruth, and Elea- 
nore Grace. 

Dr. Judd enlisted in the army in World War I 
and was discharged a lieutenant in the field artillery. 
The fellowship in surgery at Mayo’s was in 1932-34. 

Because of the legislation which Dr. Judd has 
authored, sponsored, or campaigned for during his 
years in Congress and because of his leadership in 
behalf of organized medicine, in May, 1947 Reader’s 
Digest published a story, ‘Wanted More Men Like 
Judd.” 


AAGP M & R Committee Selects Medical 
School Deans Who Will Serve As Judges 


Tue deans of the medical schools of the University 
of Maryland, Tulane University, and the University 
of Kansas have been named to serve as judges of 
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the annual M & R award winners, according to an 
announcement from Dr. H. A. Tarrant of Wilming- 
ton, Del., chairman of the M & R Award Committee. 

The deans are Dr. H. Boyd Wylie of Maryland, 
Dr. M. E. Lapham of Tulane, and Dr. W. Clarke 
Wescoe of Kansas. 

M & R Laboratories is the donor of the $1,000 
cash awards which are presented annually by the 
A.A.G.P. to the two Academy members who con- 
tribute the most significant articles for publication 
in GP during the year. 

The program is now in its third year. Winners 
will be announced in March at the Sixth Annual 
Scientific Assembly at Cleveland. 

Other members of the Academy’s M & R Award 
Committee who selected the judges are Dr. Richard 
A. Mills of Ft. Lauderdale, Fla., Dr. S S. Kety of 
Picayune, Miss., and Dr. F. F. Pfisher of Webster, 
S. D. 


Herbert Hoover Names Mac F. Cahal 
As Consultant to Medical Task Force 


ForMER President Herbert Hoover has announced 
the appointment of Mac F. Cahal, A.A.G.P. execu- 
tive secretary and general counsel and publisher of 
GP, as a special consultant to the Commission on 
Organization of the Executive Branch of the gov- 
ernment. 

Mr. Cahal will serve in an advisory capacity to 
the Medical Task Force. This agency is composed 
of distinguished medical men who will advise the 
Hoover Commission on the activities of the Federal 
government in the field of medicine. Mr. Chauncey 
McCormick of Chicago, the only lay member of the 
Task Force, is chairman. 

In requesting Mr. Cahal to accept an appoint- 
ment as a consultant, Mr. Hoover said, ‘I should 
very much appreciate it if you, as a layman familiar 
with medical matters, would make yourself available 
from time to time for consultation with certain of 
these groups.” 

The Medical Task Force meets periodically in 
Washington and on occasion with the entire Com- 
mission to transmit its findings regarding the dupli- 
cation of government activities in medical fields and 
possible means for economy in health and medical 
activities. It is investigating the activities of the 
U. S. Public Health Service, the medical depart- 
ments of the Veterans Administration, the Army, 
Navy, and Air Force, as well as health activities car- 
ried out under the supervision of the Children’s 
Bureau in the Department of Health, Education, 
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An Academy Officer's Profile . . . 


Dr. Murphy, Youthful Vice-Speaker 


Tuoucu relatively young in 
years, Dr. James D. Murphy 
of Fort Worth, Tex., is a vet- 
eran in Academy activities. 
His work in the interest of 
the general practitioner blos- 
somed when he helped in the 
organization of the Texas 
chapter of the A.A.G.P. His 
service to the Academy since 
that time merited his being 
elected vice-speaker of the 
Congress of Delegates at the Fifth Annual Scientific 
Assembly last March in St. Louis. 

Now serving as vice-president of the Texas chapter 
and president of the Tarrant County (Texas) chapter, 
he has also been chairman of his state’s membership 
committee for the past 4% years. Dr. Murphy has 
been a delegate to the Academy’s Congress of Dele- 
gates and was recently re-elected for two additional 
years. Besides serving on national reference commit- 
tees, he was a member of the A.A.G.P.’s nominating 
committee for 1952 and 1953. Dr. Murphy’s term as 
a member of the Commission on Membership and 
Credentials expires this year. 

Dr. Murphy was born December 14, 1915 in Arling- 
ton, Texas to Edward and Ada Murphy. For his higher 
education he attended the University of Colorado in 
Boulder, where he received his A.B. degree in 1937. 
He immediately entered the University’s medical 
school and received his M.D. degree in 1941. 

The next year he took his internship in City- 
County Hospital in Fort Worth. That same year he 
married Miss Agnes Sneddon. The Murphys have 
three sons—James, Jr., age 9; David, age 7; and 
Mike, age 3. 

In 1942 he went into the U. S. Navy and the next 
year he joined the Marines and served in the medical 
corps until 1947. 

After the war Dr. Murphy returned to Fort Worth 
where he is engaged in general practice. He is a mem- 
ber of the staffs of All Saints Hospital, Harris Hos- 
pital, St. Joseph Hospital, Pennsylvania Avenue Hos- 
pital, City-County Hospital, and Cook Memorial Hos- 
pital. 

Despite a busy practice, Dr. Murphy finds time to 
play an active role in the Tarrant County (Texas) 
Medical Society, Texas Medical Association, Amer- 
ican Medical Association, the Tarrant County chapter 
of the A.A.G.P., the Texas chapter, and the American 
Association of Physicians and Surgeons besides his 
time-consuming duties in the A.A.G.P. 

With a usual score in the high 70s, Dr. Murphy has 
no trouble proving that his hobby is golf. 


Dr. Murphy 


; 


On the Calendar 


AcapDEmyY chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


Feb. 15-16. Oklahoma chapter, sixth annual meeting, 
Tulsa Hotel, Tulsa, Okla. 

Feb. 15-19. American College of Chest Physicians, 
et al., second regional postgraduate course, 
New Orleans, La. 

Feb. 16-27. Pan-American Academy of General Prac- 
tice, Fifth Congress Convention, Medellin, 
Colombia, South America. 

Feb. 19-21. University of California School of Medi- 
cine, symposium on heart and lungs, San 
Francisco. 

Feb. 23-25. College of Medical Evangelists, annual 
postgraduate convention, Los Angeles. 

Feb. 25—26. American College of Surgeons, second 
regional meeting, Reno, Nevada. 

Feb. 25-27. American Academy of Forensic Sciences, 
sixth annual meeting, Drake Hotel, Chicago, 
Ill. 

March 1-3. Temple Division of the University of 
Texas Postgraduate School of Medicine, medical 
and surgical conference, Temple, Texas. 

March 4-6. University of Utah College of Medicine, 
course on disorders of the peripheral circu- 
lation, Salt Lake City. 

March 14. Southwestern Ohio Society of General 
Physicians, third Sunday seminar, Cincinnati. 

March 15-18. Dallas Southern Clinical Society, 
spring clinical conference, Dallas, Tex. 

March 15-19. University of Utah College of Medicine, 
postgraduate course designed for general 
practitioners, Salt Lake City. 

March 22—25. American Academy of General Prac- 
tice, Sixth Annual Scientific Assembly, Public 
Auditorium, Cleveland, Ohio. 

April 1-4. American Heart Association, annual meet- 
ing, Chicago. 

April 5-7. American Academy of Pediatrics, areal 
meeting, Los Angeles. 

April 13-15. Indiana chapter, sixth annual scientific 
session, Indianapolis. 

April 14-16. University of Utah College of Medicine, 
course on diseases of the chest, Salt Lake 
City. 

April 16-18. University of California School of Medi- 
cine, symposium on emergencies: medical, 
surgical, obstetrical, University of California 
Extension, Los Angeles. 


and Welfare, the Bureau of Indian Affairs in the 
Department of Interior, and other widely scattered 
medical agencies of the government. 

Mr. Cahal stated that he had accepted the ap- 
pointment with the understanding that it would 
not require a great deal of his time, and that he 
could combine this work with the occasional visits 
he is required to make to Washington. 


High Tribute Paid Dr. James G. Simmons 
At Gala Dinner in Fitchburg, Mass. 


FIVE HUNDRED colleagues and friends of Dr. and 
Mrs. James G. Simmons turned a recent testimonial 
dinner in Fitchburg, Mass., honoring Dr. Simmons 
as Massachusetts General Practitioner of the Year, 
into a gala celebration. 

Dr. Simmons, a member of the A.A.G.P. Finance 
Committee, was presented a wristwatch and a cam- 
era from the guests. As a tribute to Mrs. Simmons 
she received an armful of red roses and a gold 
bracelet. 

In reply to the multitudinous compliments he 
had received during the evening, Dr. Simmons said, 
‘Dear friends your labor of affection wins my deep- 


Awaiting the family doctor. Dr. James G. Simmons of Fitchburg, 
selected as Massachusetts General Practitioner of the Year, 
makes a home call which has been characteristic of his 
twenty-eight years of service to his community. 
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est thanks but I feel it is a tribute to more than one 
man—it is a recognition of the place the family doc- 
tor holds in your lives.” 

During the three hours of laudatory speeches, 
speakers told of the doctor’s humility, his struggles 
in behalf of raising medical standards and termed 
him “a happy blend of the old-time general prac- 
titioner and the modern well-trained physician.” 

Among the evening’s speakers were Dr. John F. 
Conlin, director of medical information and educa- 
tion for the Massachusetts Medical Society who was 
master of ceremonies; Dr. Frederic Hagler, presi- 
dent of the Massachusetts Medical Society; Dr. 
Robert S. Buck, secretary of the Massachusetts Med- 
ical Society ; Dr. John Fowler, member of the Board 
of Directors of the A.A.G.P.; Dr. F. Richard Pierce, 
president of the Worcester North District Medical 
Society; Mr. Richard Bullock, directing trustee at 
Burbank Hospital; Rev. A. Vincent Bennett, and 
Rev. Paul J. Bowman. 


Restore Public’s Confidence in Doctors— 
AMA Officers Urge at Clinical Session 


Tue A.M.A.’s president, Dr. Edward J. McCormick 
of Toledo, and its president-elect, Dr. Walter B. 
Martin of Norfolk, Va. both appealed to the nation’s 
doctors to take action that would restore the full 
confidence of the public in the medical profession 
in special addresses during the Seventh Annual 
Clinical Session which was held in St. Louis. 

In his report to the House of Delegates, Dr. 
McCormick warned that there has been little change 
in the federal government’s trend toward socialism, 
cited a need for better methods of communicating 
medico-economic problems to the individual phy- 
sician and called on other professions and vocations 
to clean their own houses. 

“Good public opinion cannot be bought. It must 
be earned through exemplary conduct and genuine 
service in the public interest,” he said 

In opening the annual public relations confer- 
ence, Dr. Martin described medical public relations 
“not as a means of putting ourselves in a better 
light before the public but as a way by which we can 
learn better how to serve the public.” 

Approximately 3,000 physicians attended the 
week-long clinical session which featured some 150 
papers given by outstanding physicians all over the 
country. There were 100 scientific displays and a 
technical exposition of 170 exhibits. One of the 
highlights of the extracurricular activities was the 
coast-to-coast television show. The famed ‘‘March 
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Post-Assembly Attractions 


San JuAN post-Assembly plans are being rounded 
out for the follow-up of the 1954 Cleveland 
assembly. Scientific programs on cancer will in- 
clude the following presentations: ‘Cancer of the 
Skin,” by Dr. Victor Rivera; “Cancer of the Colon * 
and Rectum,” by Dr. Luis Sala; and “Care of the 
Advanced Cancer Patient,” by Dr. Lyndon E. 
Lee, Jr. 

Post-Assembly practitioners bound for Puerto 
Rico will be greeted by Dr. Juan A. Pons, secre- 
tary of health; Dr. Luis Sanjuro, president of the 
Puerto Rico Medical Association; and Dr. E. 
Harold Hinman, dean of the University of Puerto 
Rico School of Medicine. 

A special train to depart from Cleveland at the 
close of the assembly will leave the morning of 
March 25 and arrive in Miami Beach, Florida, 
March 27. A stopover planned for Miami Beach 
will include sightseeing, a dinner party, and other 
vacation ideals. 

Enroute to San Juan, after leaving Miami Beach 
April 2 by air, members will visit Havana and 
Ciudad Trujillo, arriving San Juan April 6, where 
the scientific meeting on cancer will be conducted. 
Those attending will then return to Miami on 
April 9. Departure for home cities will be April 10. 

Those interested in the sights, romances, and 
lures of Europe will be able to see a dream come 
true by participating in the thirty-three-day post- 
Assembly tour abroad planned by Lee Kirkland 
Travel Agency. This extensive jaunt, beginning 
with an air trip from Cleveland the night of March 
25, will include France, Switzerland, Italy, Ger- 
many, the Hague, Amsterdam, and England. 

Early reservations for the European trip are 
extremely important. Lee Kirkland, of Kansas 
City, is again making all post-Assembly arrange- 
ments. Further information on the post-Assembly 
trips may be obtained from Academy headquarters 
or Lee Kirkland Travel Agency, 1231 Baltimore, 
Kansas City, Missouri. 
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IN 
USE 
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Steraject 


SYRINGE AND CARTRIDGES 


It’s the convenience of the PFIZER unbreakable 
STERAJECT Syringe and the full line of STERAJECT 
single-dose disposable cartridges that make this Pfizer 
innovation a favorite in office, home and hospital 
today. The current formulations of widely used anti- 
biotics and hormones include the following ready-for- 
use cartridges, each with sterile foil-wrapped needle: 


Penicillin G Procaine Crystalline in Aqueous Suspension 


(300,000 units, 600,000 units and 1,000,000 units) 
Permapen* Aqueous Suspension (600,000 units DBE 
penicillin) 
Permapen Fortified Aqueous Suspension (300,000 units 
DBED penicillin plus 300,000 units procaine penicillin) 
Combiotic® Aqueous Suspension (400,000 units procaine 
penicillin plus 0.5 Gm. dihydrostreptomycin) 
Streptomycin Sulfate Solution (1 Gm.) 


Dihydrostreptomycin Sulfate Solution (1 Gm.) 


NOW Pfizer Syntex Steroids in Steraject form: 


Synandrol*— testosterone propionate, U.S.P., in sesame 
oil (25 mg., 50 mg., and 100 mg.) 

Diogyn*— estradiol, U.S.P., in aqueous suspension (0.25 
mg. and 1.0 mg.) 

Syngesterone*— progesterone, U.S.P., in sesame oil (10 
mg., 25 mg., 50 mg. and 100 mg.) 

Combandrin*— estradiol benzoate, U.S.P., (1 mg.) plus 
testosterone propionate, U.S.P., (20 mg.) in sesame oi 


(Pfizer PFIZER LABORATORIES, BROOKLYN 6,N.Y. 
DIVISION, CHAS. PFIZER & CO., INC. 
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of Medicine” presented a year-end report on prog- 
ress in medicine. 

In the House of Delegates a proposal to approve 
the sending of one joint bill by two or more phy- 
sicians if both have actually been of service, was 
turned down. 

In another resolution the House decided to try 
to eliminate the cause of recent bad publicity given 
the medical profession because of the unethical 
practice by a few. The resolution said “published 
statements of certain medical spokesmen concern- 
ing alleged unethical practices of members of the 
medical profession have tended to destroy the con- 
fidence of patients in their physicians.” 

A special committee was appointed to study all 
aspects of this problem. 

A revision of the code of ethics of the A.M.A. 
allows a physician to release photographs and in- 
formation when asked for amplification of speeches 
before medical societies or approved audiences. The 
revision also embodies that medical spokesmen 
should be designated and empowered to give prompt 


and authoritative replies to questions from the press. 


Commuter Families Pose New Problem 
For the Rural General Practitioner 


Tue third of a series of articles on the Onondaga 
(New York) County Medical Society to be published 
by the Syracuse Herald-Journal explains that the 
rural general practitioner has not only his tradi- 
tional farm practice but he has to worry over an 
entirely new set of problems posed by commuters’ 
families who have moved to the country. 

In this article, it said group practice was the 
solution for such members of the society. 

Quoting the doctors who are in group practices, 
“We not only have to keep daytime office hours, but 
stay open at night too for the one-car families who 
can’t come to the doctor when the husband has the 
car in town.” 

Dr. James H. Bennet, one of the group-practicing 
physicians, feels this nonspecialized group practice 
is a workable solution to the modern problem of 
providing personal care by reliable family doctors 
at prices most families can afford. 

The two major benefits from group practice, ac- 
cording to the article, are: 

1. A physician has more time to give each caller 
than if he were practicing alone. © 

2. A nonspecialized group practice can give in- 
clusive medical care to families at prices the ordinary 
wage earner can pay. 
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electrocardiogram 
“The final authority” in cardiac ar- 
rhythmias* is essential in distinguish- 
ing the three most common forms of 
arrhythmia: sinus arrhythmia, pre- 


mature systoles and auricular fibril- 
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The Biomydrin formula 
THONZONIUM BROMIDE 0.05%. Synthe- 
Improvement in 113 of 124 Patients* sized in the Nepera laboratories. Exceed- 

on ingly potent antibacterial. Greatly 
Diagnosis of patients | Improved enhances the antibiotic activity of neo- 
Chronic catarrhal rhinitis 11 11 mycin and gramicidin. Reduces surface 
Chronic allergic rhinitis 26 25 tension, facilitating spreading and pene- 
Right maxillary sinusitis 2 1 trating. Mucolytic. 


Chronic naso-pharyngeal NEOMYCIN SULFATE 0.1%. Effective 
against gram-positive and gram-negative 


Chronic suppurative 
sinusitis 3 organisms. 


Coryza, Head cold, GRAMICIDIN 0.005%. Effective against 
Catarrhal rhinitis gram-positive organisms. 


Influenza PHENYLEPHRINE HCl 0.25%. Widely 


Acute catarrh preferred vasoconstrictor. 
Hypertrophic rhinitis THONZYLAMINE HCl 1.0%. Therapeutic 
TOTAL (911%) concentration of this effective antihista- 


minic aids in controlling local allergic 
* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. manifestations. 


¢ Prompt, prolonged shrinkage of nasal 
mucosa without secondary congestion. 

e pH is 6.2. Isotonic and buffered. 

¢ Does not interfere with ciliary activity. 

e Spray covers larger area than could be 
reached by drops. 

¢ Available on prescription only. 


DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 
Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician. 


BROMIDE’ ARE TRAOFMARKS OF NEPERA CHEMICAL CO., INC. 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 
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It further pointed out that group practice gives 
each of the doctors not only regular nights and 
weekends off but time to attend the professional 
meetings important to keeping them abreast of new 
developments. 


Minnesota Surgeon Feels Public Should 
Not Have To Clean Medicine's House 


One of Minnesota’s foremost physicians, Dr. O. J. 
Campbell of the University of Minnesota Medical 
School, feels it is particularly unfortunate that the 
American College of Surgeons has had so little con- 
fidence in the help that organized medicine would 
give them in battling fee-splitting, ghost surgery, 
and excessive fees that it took the crusade out of 
medicine’s lap and put it before the public. 

Dr. Campbell, though a clinical professor in the 
school’s department of surgery, is a friend of the 
general practitioner and helped steer a resolution 
on the Hawley incident through the State Medical 
Society’s Council and House of Delegates last June. 

He recently pointed out that most all physicians 
would be glad to support any campaign to eradicate 
unethical practices but believes the first step should 


have been to seek an agreement regarding a defini- 
tion of fee splitting. All branches of medicine should 
have participated in reaching such an agreement. 
After full agreement, the whole hearted co-opera- 
tion of the A.M.A. should have been sought and 
should have been given, he feels. 

“Articles such as appeared in Colliers might not 
then have been so disturbing to the public,” Dr. 
Campbell said. The article did admit that the ma- 
jority of practitioners do not indulge in such mis- 
conduct, but he emphasized, “it says so in fine 
print, figuratively speaking.” 

Dr. Campbell has commended the work which 
the A.A.G.P. has done in furthering education for 
its membership and feels it a tragedy for medicine 
were general practitioners and specialists to engage 
in bitter competition for public favor. 

“The A.C.S. has declared it a breach of ethics 
for a surgeon to use a referring general practitioner 
as an assistant. Granting that on occasion such as- 
sistance may be but a subterfuge for a split fee and, 
granting that the general practioner has no vested 
interest in his patient, he nevertheless, often by 
being the family doctor, holds a trusteeship toward 
his patients’ health, which would be poorly served 
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@TRADEMARK FOR UPJOHN’S BRAND OF HYDROCORTISONE 
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Available in 5 Gm. and 20 Gm. tubes 
Each gram contains: 


Hydrocortisone acetate .. . . 


10 mg. (1%) or 25 mg. (2%%) 
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HP*ACTHAR Gel meets the practi- 
cal requirements for successful 
treatment of bronchial asthma in 
the patient’s home and the physi- 
cian’s office. The need for hospitali- 
zation is greatly reduced, even in 
severe cases. 

HP*ACTHAR Gel acts rapidly— 
essential in the acute paroxysms of 
asthma. Therapeutic action is sus- 
tained over prolonged periods of 
time, resulting in a diminished need 
for injections: One or two per week 
suffice in many instances. 

HP*ACTHAR Gel can be a life- 
saving measure in status asthmat- 
icus. Remissions up to 18 months 
duration have been reported. 


or intramuscularly as desired 
with Minimum Discomfort 
Home and Office Treatment 


Greatly Simplified THE ARMOUR LABORATORIES 
Significant Economy fe A DIVISION OF ARMOUR AND COMPANY - CHICAGO 11, ILLINOIS 
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were he forced off the case when surgery is in- 
volved,” Dr. Campbell said. 

He continued, ‘‘Most of us who are members and 
strong supporters of the College believe this to be 
wrong, believe it will discourage requests for consul- 
tation and reference of cases and will serve to isolate 
general practitioners into a resentful and dissident 
group.” 

Anything as basic as ethics is a matter to be 
settled by organized medicine as a whole and not 
by a special group, no matter how sincere the mo- 
tives or how great the qualifications to advise, the 
doctor concluded. 


General Practitioners’ Clinic in Norfolk, 
Virginia Completes First Year of Operation 


Tue General Practitioners’ Clinic at DePaul Hos- 
pital in Norfolk, Va. has just completed its first year 
of operation with Academy member, Dr. Ira L. 
Hancock of Creeds, Va. as its director. 

Dr. Hancock is assisted by eight other general 
practitioners who include Academy members, Dr. 
George P. Hand, Jr., Dr. Myer I. Krischer, Dr. 
Elizabeth C. Cole, and Dr. Joseph M. Schoenfeld. 
Service in the clinic is divided quarterly during the 
year, with two practitioners serving together for a 
three-month period. 

Since the establishment of this clinic, 446 pa- 
tients have been treated or examined of which 221 
were new patients and 225 were patients who had 
been treated in one of the other clinics and referred 
to the general practitioners’ clinic. 


New Practical Nursing Education 
Department Provides One-Year Course 


Tue establishment of the Florence Cook Depart- 
ment of Practical Nurse Education at the University 
of Kansas Medical Center, Kansas City, Kas., has 
provided a plan to train personnel for caring for the 
sick. The department announces that 42 students 
have been graduated from the new one-year course. 

A practical nurse is defined as a person trained to 
care for mothers and new babies, convalescent pa- 
tients, people suffering from infirmities of old age, 
and others with chronic or light illnesses. She is 
also prepared to assist a professional nurse in the 
care of more acutely ill patients. 

The practical nurse works under the direction of 
a doctor or professional nurse either in a home, 
hospital, or other institution, or public health 
agency. The course of study includes less science 
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VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume Vill of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 11, Missouri. 
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Superior flavor 


Exceptionally pleasant tasting...leave no unpleas- 
ant after-taste... readily accepted without coaxing. 


Superior stability 


Require no refrigeration; no expiration date cn 
labels. May be safely autoclaved with formula. 


Superior miscibility 
Disperse instantly in formula, fruit juice or water 
. +. mix well with Pablum and other solid foods. 


Superior convenience 


In ready-to-use form... no mixing necessary. 
Calibrated dropper assures easy, accurate dosage. 
For young infants, drop directly into mouth or mix 
with other foods. For older infants, measure into a 
spoon. 


Cuperior vitamin for infants 


Each 0.6 cc. of Poly-Vi-Sol supplies: 
Vitamin A 5000 units 


POLY-VI-SOL 


Riboflavin 0.8 mg. 
SIX ESSENTIAL VITAMINS FOR DROP DOSAGE Niacinamide 6 me. 


Each 0.6 cc. of Tri-Vi-Sol supplies: 


TRI-VI-SOL 


Ascorbic acid 50 mg. 
VITAMINS A, D AND C FOR DROP DOSAGE All vitamins are in synthetic, hypoaller- 
genic form. 
Available in 15 cc. and 50 cc. bottles, with 
MEAD JOHNSON & COMPANY calibrated droppers. 


Evansvilie, Indiana, U.S.A. 
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and technical detail than that of a professional nurse 
and takes less time. The two types of nurses wear 
different insignia. 

Qualifications for entrance to the school are de- 
signed to include young women who are interested 
in nursing as a career but are not scholastically 
capable of becoming registered nurses: It is also 
applicable to more mature women seeking a pro- 
fession that offers financial security without the ex- 
penditure of a great amount of time and money in 
the process of learning. 


AMA Selects Kentucky Academy Member 
As General Practitioner of the Year 


Acapemy member, Dr. Joseph I. Greenwell of New 
Haven, Ky. was named “General Practitioner of the 
Year” in one of the first orders of business when the 
A.M.A.’s House of Delegates gathered in St. Louis 
for its Seventh Annual Clinical Meeting. 

Dr. Greenwell, 80 years of age, maintains an 
office which is less than 20 miles from the birthplace 
of Abraham Lincoln. For the Kentuckian’s 53 years 
of service to his community he was chosen to re- 
ceive the A.M.A.’s annual gold medal and citation. 


Joseph |. Greenwell, M.D. 


The selection of Dr. Greenwell was announced by 
Dr. Dwight H. Murray of Napa, Calif., also an 
A.A.G.P. member who is chairman of the A.M.A. 
Board of Trustees. 
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Dr. Greenwell had earlier been named Kentucky’s 
“General Practitioner of the Year.” 

A native Kentuckian, born in Balltown on Novem- 
ber 27, 1873, he has practiced in Nelson, Hardin, 
LaRue, and Marion counties since receiving his 
M.D. degree from the Louisville Hospital College 
of Medicine in 1900. 

During this time he has answered calls on foot, 
by horse and buggy, rowboat, switch engine, and 
automobile. His medical service many times was 
given without the aid of modern conveniences. He 
has delivered almost 4,300 babies. 

Dr. Greenwell has been active in scientific, pro- 
fessional, and community affairs. He was a leader 
in the establishment of a hospital in Nelson county 
and for 30 years served as councilor from the fourth 
district of the Kentucky State Medical Association. 

For 14 years he was mayor of New Haven, a mem- 
ber of the town’s Board of Trustees for 25 years, and 
has been acting health officer for Nelson county for 
the past eight years. 

Dr. Greenwell is the father of 12 children. 

He has been county health officer, examiner for 
a draft board, and consulting physician to a rail- 
road. 


Defense Department Plans Scholarships 
To Assure Steady Supply of Doctors 


Late in November the Department of Defense an- 
nounced that it planned to back a program of 
scholarships for medical students to assure the mili- 
tary services of a steady supply of doctors. 

The plan made public by Dr. Melvin Casberg, 
then Assistant Secretary of Defense in charge of 
health and medical affairs, would also include den- 
tists, nurses, and to some degree veterinarians. Each 
man or woman pledged to the program would be 
expected to give a year’s service in return for each 
year he had been government-sponsored while in 
school. 

Dr. Casberg declared that if Congress approves 
the plan the Defense Department hopes to end the 
doctor draft, since it brings into service many un- 
willing professional men. If the proposed plan pass- 
es, the Defense department would approach the 
deans of the nation’s medical schools and work out 
the list of men who wish to receive the scholarships. 

Dr. Frank Brown Berry is to be nominated by 
President Eisenhower to succeed Dr. Casberg who 
is returning to private practice this year. 
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combines the respiratory tract secretagogue and 


relaxant effects of GLYCERYL GUAIACOL ETHER (50 MG.) with the NON- 
narcotic, spasmolysis of ETHAVERINE Hydrochloride (25 MG.), plus ACETYL- 
SALICYLIC ACID (165 MG.) for relief of upper respiratory discomfort. 


AVAILABLE: In bottles of 100 and 1000 tablets at prescription pharmacies. 
DOSAGE: 1 to 4 tablets 3 times daily and at bed time. 


BIBLIOGRAPHY: Cass & Frederick, Am. Pract. & Dig. Treat., 2, 844, 1951; 
Stevens, et al, Can. M.A.J., 48, 124, 1943; Perry & Boyd, J. Pharmacol. 
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PROTAMIDE FOR THE PATIENT 


SEEKING RELIEF FROM 
NERVE ROOT PAIN 


Wen the disturbing and painful symptoms 


of herpes zoster, or the stinging distress of neuritis 
brings the patient to you, quick relief is expected. 
Protamide helps solve this therapeutic problem 
by providing prompt and lasting relief in most 
cases. This has been established by published 
clinical studies, and on the valid test of patient- 
response to Protamide therapy in daily practice. 


NEURITIS 


In a recent study* of 104 patients, complete relief 
was obtained in 80.7% with Protamide. 49 were dis- 
charged as cured after 5 days of therapy with no sub- 
sequent relapse. (Without Protamide, the usual course 
of the type of neuritis in this series has been found to 
be three weeks to over two months.) 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
five to ten days. 


with Protamide therapy resulted in excellent or 
satisfactory response in 78%. (No patient who made 
a satisfactory recovery suffered from postherpetic 
neuralgia.) Thirty-one cases of herpes zoster were 
treated with Protamide in another study.* Good to 
excellent results were obtained in 28. 


Dosage: one 1.3 cc. ampul intramuscularly, daily for 
one to four or more days. 


* A folio of reprints of these studies will be sent on request. 
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Medical News in Small Doses: 


Current Medical Digest announces that Dr. John S. 
DeTar of Milan, Mich. is a new editorial consultant 
for the magazine. Dr. DeTar, who is speaker of the 
4.A.G.P.’s Congress of Delegates, has done consid- 
erable writing in the medico-economic field. . . . At 
the 10th annual meeting of the Association of Amer- 
ican Physicians and Surgeons held recently in Chi- 
cago, A.A.G.P. member Dr. Charles L. Farrell of 
Pawtucket, R. I. was one of the guest speakers. . . . 
In his farewell address during the California chap- 
ter’s annual scientific assembly which was held this 
year in Del Coronado, outgoing president Dr. 
Francis T. Hodges said alleged violations of medical 
ethics should be detected and corrected by members 
of the medical profession rather than the public. He 
added that the suggestion that the public watch for 
such violations tends only to build up fear in the 
mind of a patient that his doctor could not be 
trusted. . . . More than 2,500 doctors and medical 
researchers from 22 nations exchanged information 
on the latest developments in medicine, surgery, and 
related fields during a 16-day medical congress of 
the Pan American Medical Association held in Jan- 
uary. Representatives of this 26-year old organiza- 
tion sailed from New York bound for conferences at 
meeting points in Caracas, San Juan, Ciudad Tru- 
jillo, St. Thomas, and Havana. . . . At the annual 
postgraduate clinic for general practitioners in 
East Lansing, Mich. recently, Dr. Andrew S. Tomb 
of Victoria, Tex. advised doctors to check up on 
their art of needle-handling. He admitted that he 
had found earlier that his patients were by-passing 
him for shots, because he wasn’t as gentle as his 
nurses. .. . GP’s publisher, the A.A.G.P., has been 
elected to active membership in the Magazine Pub- 
lishers Association ... Dr. Frank Brown Berry, a 
New York surgeon, is to be the successor to Dr. 
Melvin A. Casberg, Assistant Secretary of Defense 
for health and medical affairs. The change will come 
early this year, according to reports. Dr. Casberg is 
returning to private practice in Solvang, Calif. . . . 
A nationwide program to vaccinate 500,000 to 
1,000,000 children with the new anti-polio triple 
vaccine will get underway this month. More than 
200 counties throughout the nation will be involved. 
...A faddish tendency toward indiscriminate labo- 
ratory tests in medical care was condemned by Dr. 
Mervin H. Grossman, a Dallas, Texas pathologist, 
at a recent postgraduate assembly of technologists 
at the University of Kansas Medical Center in Kan- 
sas City, Kansas. 
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One of twelve Pediatabs, each with a 
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News from the State Chapters 


Ninety doctors and their 
wives gathered for a Chinese 
dinner November 16 in Waikiki 
Lau Yee Chai to fete Dr. Wal- 
ter Alvarez of Chicago when 
the Honolulu (Hawaii) chap- 
ter presented him an honorary 
membership. Dr. Alvarez, for- 
merly medical editor of GP, 
and a famed physician, spent 
his youth in the islands where 
his father practiced medicine. 

Among the chapter officers attending the dinner 
were Dr. Robert Bailey, president of the Honolulu 
chapter, Dr. T. Nishigaya, president of the Terri- 
torial chapter, Dr. Homer Benson, secretary-treas- 
urer of the Honolulu chapter, and Dr. H. Q. Pang, 
vice-president of the Honolulu chapter. 

Physicians in Honolulu report that their scien- 


tific programs have been enlightened by the par- 


ticipation of many mainland doctors. On December 
8, Dr. John J. Bonica, director of the anesthesia 
department of Tacoma (Washington) General Hos- 
pital, spoke on the role of the general practitioner 
in the management of pain syndromes. 


Dr. Allen Gibbs of Oklahoma City, president of 


the Oklahoma chapter, died November 26. The 
Oklahoma chapter keenly feels the loss of Dr. Gibbs, 
who had been one of the Academy leaders in that 


section of the country. 


Postgraduate education of physicians unable to 
attend medical conventionsand postgraduate courses 
because of geographical distance or professional de- 
mands is now available through a tape recording 
library of medical lectures sponsored by the Okla- 
homa State Medical Association. A library of more 
than ninety-four tape recordings is available cover- 
ing a wide range of medical subjects including many 
by nationally-known speakers. The library is oper- 
ated on a nonprofit basis. The Oklahoma chapter 
has co-operated with the service by allowing record- 
ings to be made of their conventions and meetings. 
For more information write to the secretary of the 
Oklahoma State Medical Association, 1227 Classen 
Drive, Oklahoma City, Okla. 


Premenstrual Tension and Dysmenorrhea* 


81.66 %o RELIEVED FROM 
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AVAILABLE in bottles of 24 
and 100 
*Vainder, Milton: Indus. 
Med. & Surg. 22:183 
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MINUS 


Antitensive and Analgesic 


1. Lowers excess fluid balance by direct 
action on the anti-diuretic hormone 

2. Reduces stimulus to painful uterine spasm 

3. Provides prompt, effective analgesia 


Each M-Minus 5 tablet contains: 
Pamabrom (2 amino-2-methylpro- 
++ 50 mg. 
Acetophenetidin. 


DOSE: One tablet 4 times a day, starting 3 to 7 days 
before expected onset of menses, and continuing through 
usual period of symptoms. 
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For preoperative cleansing and postoperative. use” 
To relieve fecal or barium impactions?*“) 
use in stool 


rate of flow. Each .... use unit of 41% fl. ozs. contains in each 100 cc., 16 Gu." 
sodium meget and 6 Gm. sodium .. an enema solution of Phosp 


4. So, Caroline M. A., 49:38, 1953. (2) Marks, M. M.: Am. J. Dig. Dis. 
(3) Hamilton, H 1952, p. 69. (4) Burnikel, R.H., & 
i M. M,, Personal Communications, 1952-53. 
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Dignitaries of the New York chapter and of the state headlined the chapter’s annual banquet. Mr. Bernard Baruch, veteran states- 
man, is shown addressing the guests. Seated (left to right) are Dr. Ferdinand Herrman, convention chairman; Dr. Floyd Bratt, outgoing 
chapter president; Dr. John R. Fowler, A.4.G.P. director; The Rt. Rev. Msgr. James J. Lynch, representing Francis Cardinal Spellman; 
The Hon. James T. Hallinan, justice of the New York Supreme Court; Dr. William Richtmyer, new chapter president; Dr. E. Irving 
Baumgartner, A.A.G.P. director; and Dr. William Buecheler, founding president of the New York chapter. 


New officers of the New Mexico chapter who were 
elected at a recent meeting in Roswell are Dr. Le- 
land S. Evans of Las Cruces, president; Dr. Albert 
M. Rosen of Taos, vice-president; and Dr. Pete J. 
Starr of Artesia, secretary-treasurer. 

Leading dignitaries of New York City and of the 
state participated in the New York chapter’s recent 
annual banquet held during its fifth annual scien- 
tific assembly which was held in the world’s largest 
city. The list of distinguished guests included Mr. 
Bernard Baruch (see cut), Mr. James T. Hallinan, 
justice of the New York Supreme Court, Mayor 
Vincent R. Impellitteri, and Mr. J. Raymond 
McGovern, state comptroller representing Governor 
Thomas E. Dewey. 

An outstanding musical program by Phil Spitalny 
and his all-girl orchestra provided a luxurious 
background for the event. 

The convention itself was a great success with a 
registration of more than 2,500. Dr. William G. 
Richtmyer of Albany was installed as president, 
succeeding Dr. Floyd A. Bratt of Rochester. The 
new president-elect is Dr. Garra L. Lester of Chau- 
tauqua. Dr. J. Hunter Fuchs was elected vice-presi- 
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dent and Dr. Ray McKeeby is secretary of the chap- 
ter. 


Dr. Alfred C. Kinsey who had originally been 
scheduled on the scientific program and had de- 
murred because of conflicting activities did arrive in 
time to take part in an afternoon symposium with 
Drs. Walter Alvarez, Max Thorek, Louis Hellman, 
Harold Abramson, and O. Spurgeon English. 

Dr. Fuchs announces that the Queens County 
(New York) chapter is also planning its first annual 
scientific meeting. He is chairman of the planning 
committee. 

The Nassau (New York) chapter has suggested 
that doctors beginning practice in that county be 
required to serve three years on the emergency call 
system. The doctors suggested that the mandatory 
service be required of general practitioners and 
specialists alike. The group also has voted to com- 
mend the Kings County Medical Society for its 
stand against the Health Insurance Plan of Greater 
New York. 

The North Carolina chapter announces that its 
sixth annual scientific assembly will be held as a 
convention cruise October 16-22 aboard the M. S. 


| 
£ i a 
‘ 
ie 
4 
179 
‘ 


HYDROCHLORIDE 


Trihexyphenidyl Hydrochloride Lederle 
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POSTENCEPHALITIC ARTERIOSCLEROTIC IDIOPATHIC 


ARTANE Lederle exerts an antispasmodic effect on muscle 
and inhibits parasympathetic nervous activity. Thus, 
muscle spasm is relaxed both directly and indirectly— 
a two-fold action especially valuable in the symptomatic 
relief of Parkinsonism of all three types. 


ARTANE does not lose effectiveness with repeated use 
and even when administered over long periods, exerts no 
deleterious action on bone marrow function. 


ARTANE is administered orally, in tablet or elixir form, 
three or four times daily. Dosage starts with 1 mg. the 
first day, gradually increased, according to response, to 
6 mg. to 12 mg. daily. 


ARTANE TABLETS are supplied in 2 mg. and 5 mg. 
strengths, in bottles of 100 and 1,000. ARTANE ELIxiR 
(2 mg. per teaspoonful [4 cc.] ) is supplied in 16 fluid 
ounce bottles. 
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Stockholm, which is sailing from Morehead City, 
North Carolina. 

The North Carolina chapter’s board of directors 
also announces that seven members were dropped 
from membership because they failed to meet edu- 
cational requirements which constitute the basis for 
re-election. 

The first annual scientific meeting of the Idaho 
chapter was held recently in Twin Falls. Five guest 
speakers presented the all-day program. They were 
Dr. Emil G. Holmstrom, Dr. W. H. Moretz, and 
Dr. Harold Brown of Salt Lake City, and Dr. J. 
Woodson Creed and Dr. Charles R. McWilliams of 
Twin Falls. Dr. Franklin C. David of Boise is presi- 
dent of the chapter, succeeding Dr. Joseph W. 
Marshall of Twin Falls. Dr. John T. Brunn of Me- 
ridian is secretary-treasurer (see cut). . 

The Toledo and Lucas County (Ohio) chapter 
held its annual fall meeting December 3. Dr. L. Lee 
Graber of Cleveland, Ohio spoke on “Time Hon- 
ored Medical Procedures.” 

The third Sunday Seminar sponsored by the 
Southwestern Ohio Society of General Physicians 
will be held March 14. 

The spring clinical assembly of the Massachusetts 


The quartet who planned the Idaho chapter’s first annual 
scientific assembly are (left to right) Dr. John T. Brunn of 
Meridian, secretary-treasurer; Dr. Franklin C. David of Boise, 
president; Dr. Orvid R. Cutler of Preston, chairman for the 
scientific session; and Dr. Joseph W. Marshall of Twin Falls, 
past president of the Idaho chapter and chairman of local ar- 


rangements. 


chapter will be held April 7 in New Bedford. The 
morning session will be held at St. Luke’s hospital. 
Afternoon and evening sessions will be held in the 
New Bedford Hotel. 

The lowa chapter sponsored a postgraduate 
course on chest diseases January 21 in Des Moines. 
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CROOKES LABORATORIES, INC. 
Therapeutic Preparations for the Medical Profession 


relaxant sedative 


brings pleasant relaxation of mind 


Seconesin is Safer— acts promptly, is eliminated 
promptly — no “hangover” or logy feeling. 
Patients relax but stay mentally alert. 


Euphoric Effect Usually Marked — not the stimulated 


euphoria of amphetamine-like drugs — just 
comfortable, pleasant relaxation. 


Send for, try —Seconesin samples. 
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for allergic infants= 
complete hypoallergenicity 


plus optimal nutrition 


Nutramigen is a completely hypoallergenic, nutritionally optimal 

infant formula. Protein nutrients are supplied by Amigen, a predigested 
casein hydrolysate in which the protein molecules are broken 

down into amino acids and small peptides. Nutramigen does not 

merely substitute one source of protein for another, as in 

the use of goat’s milk or soybean “‘milk”’ in place of cow’s milk. 


All constituents of Nutramigen—protein, carbohydrate, fat, 
vitamins and minerals—are hypoallergenic. Hence, the 
usefulness of Nutramigen is not limited to milk protein 
sensitivity alone. Nutramigen is equally valuable for infants 
with other food allergies, and in various digestive disturbances. 


Nutramigen contains synthetic B vitamins and chemically pure 
minerals in amounts corresponding to those in milk. 
Supplemental amounts of vitamins A and D are also included. 


Supplied in convenient powder form, Nutramigen is easy to 
prepare. One packed level measure to 2 ounces of water 
makes a formula supplying 20 calories per fluid ounce. 


NUTRAMIGEN 


The completely hypoallergenic formula for infants 


MEAD JOHNSON & COMPANY ¢ EVANSVILLE, INDIANA, U.S.A. 
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Dr. Dan W. Myers of Wayne University, Detroit, 
and Dr. James A. Clifton of the University of Iowa 
were the speakers. 

In Texas, the Harris County chapter announces 
that the following new officers were installed the 
first of January: Dr. Donald M. Gready, president; 
Dr. Milton Littell, vice-president; Dr. Ben Walpole, 
secretary ; and Dr. Homer A. Taylor, treasurer. Dr. 
William F. Cole is the new president-elect. 

The new Duluth (Minnesota) chapter, that held 
its first organizational meeting November 12, adopt- 
ed a constitution and elected new officers in Janu- 
ary. There are 16 members in the chapter. 

Four members of the Minnesota chapter were 
honored recently by their selection as the chapter’s 
Top Flight G.P.’s” for the past year. They are Dr. 
H. B. Clark, St. Cloud; Dr. James A. Cosgriff, 
Olivia; Dr. E. J. Fogelberg, St. Paul; and Dr. E. J. 
Tanquist, Alexandria. 

April 13-15 are the dates of the sixth annual 
scientific session of the Indiana chapter which will 
be held in Indianapolis. The first day will be de- 
voted to meeting of the officers, directors, past presi- 
dent, and chairmen of committees. 

Guest lecturers at the April 15 scientific sessions 
will be Dr. Leroy E. Burney, director of the Indiana 
State Board of Health, Dr. Burton A. Waisbren of 
Marquette University, Dr. Clyde G. Culbertson of 
Indiana University, Dr. E. Grey Dimond of the 
University of Kansas, and Dr. Elmer Hess of Erie, 
Pa. Dr. Philip Thorek of Chicago, who will be the 
banquet speaker, has named “Food for Thought” 
as his topic. 

Speakers at the last day’s session will be Dr. 
Lyman T. Meiks of Indiana University, Dr. Meyer 
Naide of Philadelphia, Dr. H. B. Schumacher of 
Indiana University, Dr. R. V. Platou of New Or- 
leans, La., Dr. H. L. Smith of Rochester, Minn., 
and Dr. J. O. Ritchey of Indiana University. The 
luncheon speaker will be Judge H. DeWitt Owen, 
administrator of the State Welfare Department. 
At the Founders Lecture which will be a joint meet- 
ing with the Indianapolis Medical Society, Dr. 
Alfred C. Kinsey of Indiana University will speak 
on “Human Sex Behavior.” 

Dr. Moncure Dabney of Crystal Springs is the 
new president-elect of the Mississippi chapter. 
Other new officers are Dr. C. P. Crenshaw of 
Collins, president; Dr. Maury McRae of Corinth, 
vice-president; and Dr. William E. Lotterhos of 
Jackson, secretary-treasurer. One hundred seventy 
two physicians attended the chapter’s recent 
annual meeting. 
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cal traction in the 
patient's home. Con- 
sists of bag for 
weights, rope, spread- 
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De Puy 
Economy Walker 


Enables many bedridden 
patients to walk. Re- 
duces nursing care need- 
ed, allows faster release 
from hospital, gives pa- 
tient confidence, speeds 
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De Puy 
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New design takes weight 
off patient's neck. Gives 
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LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulty fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver—to help 
return the liver to a measure of 
normal activity.. 


2. In diabetes—to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 


3. In kidney disease—to help 
reverse early arteriosclerotic 
changes. 


4. In the geriatric patient—as a 
nutritional corrective. 

5. In atherosclerosis and arterio- 
sclerosis — as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is 


potent, non-toxic, comprehensive mix- 
ture of choline, di-methionine, inosi- 
tol, vitamin By» and other B-complex 
vitamins. It contains no alcohol or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available as a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL mercies” 


New Brunswick, New Jersey 
Established 1844 
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New officers of the St. 
Louis chapter are (left to 
right) Dr. Bernard T. 
Koon, secretary; Dr. 
Preston C. Hall, presi- 
dent-elect; Dr. Delevan 
Calkins, president; Dr. 
Charles O. Metz, vice- 
president; and Dr. John T. 
Flynn, treasurer. 


Academy officers for 1954 were installed Decem- 
ber 5 at the seventh annual installation and dinner 
dance of the St. Louis (Missouri) chapter. More 
than 200 persons gathered for this annual social 
highlight. 

Dr. Norton J. Eversoll, the master of ceremonies, 
introduced the new officers and the guests of honor, 
who included Dr. M. A. Diehr, president-elect of 
the St. Louis County Medical Society, and Dr. 
William F. Wagenbach, president of the Missouri 
chapter. Dr. Delevan Calkins was installed as presi- 
dent succeeding Dr. Charles E. Martin. Other new 
officer are Dr. Preston C. Hall, president-elect; Dr. 
Charles O. Metz, vice-president; Dr. Bernard T. 
Koon, secretary; and Dr. John T. Flynn, treasurer 
(see cut). 

At the California chapter’s recent meeting Dr. 
John Walsh of Sacramento was named president- 
elect and he will take office next year. Dr. Merlin 
Newkirk of South Gate was installed as president 
succeeding Dr. Francis Hodges. 

Forty members of the Jefferson County (Ken- 
tucky) chapter attended a recent monthly dinner 
which was held in the Employees’ Activities Center 
of the Fawcett-Dearing plant in Louisville. Dr. 
Gradie R. Rowntree, chief of the company’s medi- 
cal department was host. Following the dinner, Dr. 
Rowntree addressed the group informally on the 
relationship of the practice of medicine to in- 
dustrial activity. 

The spring meeting of the Arkansas chapter will 
be a luncheon-meeting on April 20 held during the 
Arkansas Medical Society’s annual session. 

The Massachusetts chapter is to be commended 
for its outline of committee functions which was 
published and circulated with a recent edition of 
the chapter’s News Bulletin. 

A greater Springfield (Massachusetts) chapter 
has been chartered. Guests at the organizational 
meeting were Dr. Philip Fortin of New Bedford and 
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Dr. James Simmons of Fitchburg, Massachusetts. 

The following component chapters were char- 
tered by the New Jersey chapter at its second an- 
nual scientific session December g in Newark. Dr. 
Aaron H. Horland received the charter as president 
of Essex County chapter. Dr. Robert Verdon, presi- 
dent of the new Bergen County chapter, received its 
charter; the Middlesex County charter was given 
to its president, Dr. Charles Calvin; and Dr. John 
Madara received the charter for the Camden County 
chapter. 

More than 300 physicians attended the scientific 
session and heard a symposium on office diagnosis 
and treatment of upper gastrointestinal tract dis- 
turbances. 

Dr. W. Linwood Ball is general chairman of the 
fourth annual scientific assembly of the Virginia 
chapter which will be held May 5-7 in Richmond. 
The Virginia chapter of the American College of 
Chest Physicians and the Virginia Diabetes As- 
sociation will again hold their annual scientific 
sessions on the first day of the Academy meeting. 
Dr. Ball announces that there will be space for 
sixty-six technical exhibits this year and there are 
expected to be many scientific exhibits. 

At the “GP Luncheon” 
held October 20 during the 
annual meeting of the Medical 
Society of Virginia, the offi- 
cers which were elected at the 
May meeting were installed 
during a brief ceremony. 
Dr. Brewster A. Hopkins of 
Stuart became president at 
that time. Since the By-Laws 
of the Virginia chapter are 
being revised, hereafter officers will be elected and 
installed at the annual May meeting. Dr. Brewster’s 
term will last only until May so that this new plan 
can go into effect at that time. 
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RITICAL selection of drugs to 
fit the individual patient’s 
needs has resulted in con- 

siderable progress in the manage- 
ment of the hypertensive patient. 
The approach to therapy can be 
rational and effective. 

Whether the physician uses the 
criteria of Palmer, Loofbourow, 
and Doering;! those of Keith, 
Wagener, and Barker;? those of 

Smithwick,’* or those of Pickell* for the evaluation 
of the patient’s status, an armamentarium has 
been developed which permits of effective treatment 
in virtually every type and grade of the disease. 

Two features are outstanding in this new con- 
cept of checking the patient’s status against the 
drugs available: 

A—No longer is it justified to withhold treat- 
ment from the patient with mild, labile hyperten- 
sion, with or without symptoms. Today there is 
effective therapy for him, which gradually and 
safely lowers his blood pressure . . . gives him a new 
sense of tranquil well-being . . . rapidly overcomes 
any symptom flare-ups**’ . . . and bids well to prove 
effective in arresting or at least impeding further 
progress of the disease. 


1. Palmer, R.S.; Loofbourow, D., and Doering, C.R.: 
New England J. Med. 239:990 (Dec.) 1948. 


2. Keith, N.M.; Wagener, H.P., and Barker, N.W.: Am. 
J. M. Sc. 197: 332 (Mar.) 1939. 


3. Smithwick, R.H.: Hypertension, A Symposium, edited 
by E.T. Bell, Minneapolis, University of Minnesota 
Press, 1951, pp. 429-448. 

4. Pickell, F.W.: J. Louisiana M. Soc. 105:393 (Oct.) 1953. 

5. Vakil, R.J.: Brit. Heart J. 11:350 (Oct.) 1949. 


New Concept 


Treatment 
Hypertension 


B—Broad clinical research and the resultant 
better understanding of hypotensive therapy have 
led to the development of drug combinations advan- 
tageous in treatment of more advanced or resistant 
cases. In these combinations, apparently through 
synergistic action, considerably smaller dosages of 
the potent hypotensives (as much as 50% less) 
deliver full therapeutic efficacy . . . make them 
effective in a higher percentage of patients . . . 
lessen the dangers inherent in some of them... 
reduce the incidence and severity of side actions 
. . . render successful treatment less difficult and 
less fraught with anxiety.**”” 

Much of the advancement which recent years 
have seen in the management of hypertensive 
disease has been made available to the physician 
through research by Riker Laboratories. Among 
Riker “‘Firsts” are alkavervir, alseroxylon, and the 
combinations shown on the adjoining page. 


There is... 


6. Wilkins, R.W.; Judson, W.E., and Stanton, J.R.: 
Proc. New England Cardiovas. Soc., 1951-1952, p. 34. 
7. Ford, R.V.; Livesay, W.R.; Miller, S.I., and Moyer, 
J.H.: M. Rec. & Ann. 47:608 (Aug.) 1953. 
8. Wilkins, R.W., and Judson, W.E.: New England J. 
Med. 248:48 (Jan. 8) 1953. 
9. Ford, R.V., and Moyer, J.H.: Am. Heart J. 46:754 
(Nov.) 1953. 
10. Ford, R.V., and Moyer, J.H.: GP 8:51 (Nov.) 1953. 
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Michigan, Missouri, and Merrell Make 
December Building Fund News 


Tue Bumpinc Funp story for December is unique 
because of the more-than-usual number of contri- 
butions from state, regional, and county chapters. 
The Colorado A.G.P. led off with a check for $500. 
Other groups which made contributions from their 
treasuries (over and above contributions from indi- 
vidual members) were: 


Edgewater Hospital (Chicago) chapter............++ $100 
S.E. Regional chapter, Michigan A.G.P............+++ 100 
Oklahoma Co. chapter, Oklahoma A.G.P...........++ 25 
Berks Co. chapter, Pennsylvania A.G.P............+++ 100 
S.W. Ohio Soc. of General Physicians.............-- 200 


It is also interesting to note that sixty-one 
Academy members joined the Century Club in 
December—twenty-seven of them on a “cash in 
full” basis. 

From the standpoint of total contributions for 
the month, Michigan was well in front, with $2,115 
in cash and $6,930 in pledges! Missouri came in 
second, with $1,320 in cash and $640 in pledges. 
In grand cash totals, Texas stays firmly in first 
place, with Ohio less than $3,000 behind in sec- 
ond, and Missouri nosing California out of third by 
a few hundred dollars. 

The Headquarters Office has acknowledged a 
generous check in the amount of $500 from the 
Wm. S. Merrell Company of Cincinnati. This ‘“‘old- 
est pharmaceutical manufacturer” has been a strong 
supporter of the Academy since its inception and 
has taken this substantial means of demonstrating 
its “appreciation of the contributions the American 
Academy of General Practice is making to the bet- 
terment of the profession and its standards.” 


State Chapter Building Fund Standings 


December Total 


State contributions contributions 
*555.00 9,285.02 
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Do you protect your patients 

with antitoxins and antibiotics 

and then expose them to the 
danger of virus infection? 


Today, with daily administering of injections, 
safe office practice calls for the complete steri- 
lizing technique of the hospital operating room. 


For there is no telling which patient’s blood 
stream carries dangerous sporulating bacteria 
or viruses that may be transmitted on inade- 
quately sterilized instruments. 


Therefore, every instrument touching the blood 
stream of any patient should be subjected to 
moist heat of 250° F. Any means of sterilization 
less effective exposes your patients to serious 
infection. 


PROTECT YOURSELF, 
YOUR PATIENTS, WITH 
A PELTON AUTOCLAVE 


To the private office, a Pelton FL-2 or HP-2 
Autoclave brings the safety plus the speed of 
hospital sterilization. It provides certain destruc- 
tion of bacteria and safely handles fabrics, gloves, 
and solutions, as well as instruments. Write for 
our booklet, “A-B-C of Autoclave Sterilizing”. 


FL-2 Autoclave cham- 
ber is 6” x 12”; HP-2, 
8” x 16”. Both are self- 
contained, efficient and 
easy to operate. 


Call your Pelton dealer or write today for literature 


~PEETOMN 
Professional Equipment Since 1900 
THE PELTON & CRANE CO. + DETROIT 2, MICHIGAN 
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Here is prompt yet gradual hypotensive 
action—without danger of shock. STOLIC 
Forte helps to relieve headache, dizziness, 
palpitation. It also allays apprehension and 
emotional tension so that your patient can 


PHOTOGRAPHED AT BACHE AND COMPANY BY ARNOLD NEWMAN 


Your hypertensive patient—calm and relaxed again.. 


STOLIC FORTE. 


TABLETS 


go about his normal living, calm and secure. 


Quick Information: Each STOLIC ForRTE 
tablet contains 30 mg. mannitol hexani- 
trate, 30 mg. ‘Delvinal’ and 20 mg. rutin. 
Dosage: | or 2 tablets at 4 or 6 hr. intervals. 
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State Chapter Building Fund Standings —Continued 


December Total 
contributions contributions 


$ 20.00 $ 747.08 
20.00 1,130.00 
1,580.00 
105.00 535.00 
310.00 4,160.00 
280.00 3,155.00 
255.00 4,235.00 
1,371.00 
35.00 860.00 
70.00 2,335.00 
335.00 
50.00 1,201.00 
665.00 5,461.00 

2,115.00 3,930.00 
410.00 2,600.00 
160.00 855.00 

1,320.00 9,535.00 
25.00 

735.00 
255.00 
1,018.00 
2,588.00 
500 00 
6,370.50 
2,700.00 
105.00 
10,680.00 
1,240.00 
1,000.00 
2,933.00 
120.00 
2,435.00 
462.50 
1,450.00 
13,583.00 
1,285.00 
370.00 
805.00 
1,165.00 
1,450.00 
3,325.00 
611.00 
205.00 
30.00 
100.00 
161.61 
14,075.00 
35,000.00 
20,000.00 


Pennsylvania 
Rhode Island 


U.R. Bryner Fund (Acad. Museum).. 
Miscellaneous... . 


$12,097.50 $187,401.71 


Fly United to the 
Convention of the 


AMERICAN 
ACADEMY OF 
GENERAL PRACTICE 


CLEVELAND, OHIO 
MARCH 22-25. 


Travel relaxed. Enjoy Mainliner 
Meals. Get there quickly, clean and 
fresh as when you started! 


Ist CLASS and AIR TOURIST 
SERVICE COAST-TO-COAST 
Best for business, best for pleasure. 
United offers round trip discounts, 
a Half-fare family plan and many 

special low cost tours. 
Get the Facts Today! 
Contact your local United Office or write: 


M. M. MATHEWS, Supt., Convention Sales 
United Air Lines 
5959 S. Cicero Ave., Chicago 38, Ill. 


AIR LINES 
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endabte as. DESITIN 


OINTMENT 


unusually effective, soothing, 
non-sensitizing with the healing 
action of COD LIVER OIL in 
dermatitis venenata « sunburn 
atopic eczema « intertrigo 
pityriasis rosea « insect bites 
industrial dermatitis 


CLEAR-CUT CLINICAL EVIDENCE’? 
demonstrates that DESITIN LOTION is... 


Ingredients: high grade “ 
oil, unusually effective —“dermatitis was either 


zinc oxide, magnesium carbonate, relieved, improved, or completely resolved” in 
lime water, emulsifiers qs. 
almost every patient using DEsITIN LOTION. Itching 
Pleasantly scented, non-staining, and irritation promptly alleviated. 
re off readily with water truly non-sensitizing —“in no case was there 
a single instance of true skin sensitization despite 
prolonged use.” 
“fixotropic”—pesitin LoTION is “fixotropic”—re- 
maining in homogeneous, free-flowing suspension. 


samples and reprints on request. 


DESITIN CHEMICAL COMPANY 70 Ship St., Providence 2, R. |. 


1. Holland, M. H.: J. Med. Soc. New Jersey 49:469, 1952. 
2. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 
53:2233, 1953. 
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